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HISTORY OF ^GANIZATION. 



The Medical Association of the Greater City of New 
York was incorporated April S, 1899. 

The first meeting — ^the membership at this time con- 
sisting of the Incorporators — ^was held at the Waldorf- 
Astoria, Manhattan, April 1 2, 1 899, when the late S. B. Wylte 
McLeod, M. D., was elected Temporary Chairman. 

At a stated meeting of the Association held June 12, 
1899, Or. Austin Flint was elected the first President, 
to serve until the annual election in January, 1900. 

At the meeting of June 12, 1899, the first scientific 
communication was presented to the Association, by 
Dr. J. Herman Branth. (See p. 39.) 

The first permanent President, Dr. Robert F. Weir, 
was elected January, 1900. 

Dr. Andrew H. Smith was elected President oa 
January 13, 1902. 
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COMMITTEE ON COLLECTIVE INVESTIGATION. 



In accordance with the suggestion made by Dr. Smith 
in his inaugural address, February lo, 1902, the appoint- 
ment of a Committee on Collective Investigation 
was ordered by resolution of the Association at the 
following meeting, in March. That Committee has been 
appointed and organized as follows: 

ANDREW H. SMITH, M. D., 

Chairman. 

LOUIS FAUGfiRES BISHOP, M. D., 

Secretary. 

S. HENRY DESSAU, M. D. 



COMMITTEE ON PUBLICATION. 



At a meeting of the Executive Council held May 29, 1902, 
the following Committee on Publication was appointed: 

P. BRYNBERG PORTER, M. D. 
AUGUSTUS D. RUGGLES, M. D. 
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PRESENTATION OF A GAVEL BY EX-PRESIDENT 
ROBERT F. WEIR, M.D. 



At a stated meeting of the Association held April 14, 
1902, the Recording Secretary presented, on behalf of ex- 
President Robert F. Weir, M.D'., a handsome gavel, mount- 
ed in silver and appropriately inscribed, which was accom- 
panied with the following letter: 

New York, March 27, 1902. 
Dear Doctor: 

Will you present to the Medical Association of the Greater 
City of New York, in my behalf, the accompanying gavel? 
It was made in Manila, where the natives do very good 
work in wood-carving. When acting as President of your 
Society I noticed the absence of the emblem of authority, 
and hence I have ventured to come in this way to the aid 
of my distinguished successor. 

With best wishes for the continued prosperity of the 
Society, I am. Yours most truly, 

ROBERT F. WEIR. 
Dr. Porter, Secretary. 

The President, Dr. Smith, accepted the gift on behalf of 
the Association with appropriate remarks, and on motion 
of the Secretary the following resolution was unanimously 
adopted : 

Resolved, That the Fellows of the Medical Association of 
the Greater City of New York return their sincere thanks 
to Dr. Robert F. Weir for his graceful and interesting gift, 
and in doing so desire to express to their distinguished ex- 
President their grateful appreciation of his kind thought- 
fulness in this instance and of his eminent and self-sacri- 
ficing services to the Society during his recent term of 
office. 
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EXTRACTS FROM THE BY-LAWS OF THE 
ASSOCIATION. 



'The object of this organization is to bring together in 
association members of the profession of medicine resid- 
ing in the various Boroughs of the City of New York, 
having a community of sentiment relating to the honor and 
usefulness of the profession, for the purpose of mutual 
improvement and the proper application of the Science and 
Art of Medicine, in all their relations, as physicians, both 
in public and private practice." 

'The Association shall consist of regular practitioners of 
Medicine and of regular graduates of Medicine, residing 
in the City of New York. The incorporators of the Asso- 
ciation, together with such physicians as may be chosen 
by them at the first meeting, shall be deemed and taken to 
be Associate and Charter Members. All other members 
shall be elected in a manner prescribed in these By-Laws." 

"The officers of the Association shall be as follows : ist, 
President; 2d, Vice-President; 3d, Recording Secretary; 
4th, Corresponding and Statistical Secretary; sth. Treas- 
urer; to be elected by the Association. These titular of- 
ficers, together with the Chairman for the Boroughs of 
Manhattan, The Bronx, Brooklyn, Queens and Richmond, 
to be elected by the members respectively residents therein, 
and two additional members, to be elected by the Associa- 
tion at large, shall constitute an Executive Council; which 
Executive Council, for all legal purposes, shall, after April 
5, 1900, be the Trustees of the Association. There shall 
also be an Historian of the Association, who shall be ap- 
pointed, for an indefinite period, by the Executive Council." 

"The annual dues for each current year, payable in ad- 
vance after each annual meeting, shall be three dollars." 
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"Members whose dues and assessments are not fully paid 
shall not be candidates for any official position in the Asso- 
ciation, nor shall they be entitled to vote in its executive 
sessions." 

"The Annual Meeting of the Association shall be held 
on the second Monday in January of each year." 

"No member who has been recommended by the Execu- 
tive Council and elected at any annual meeting, shall be per- 
mitted to vote at the same annual meeting." 

"The stated meetings of the Association shall take place 
on the second Monday in February, March, April, May, 
June, October, November and December of each year." 
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Herold, Justin, 325 E. 87th St., Borough of Manhattan. 

Herrick, Everett, 126 Madison Ave., Borough of Manhat- 
tan. 

Heuel, Emil, 350 Willis Ave., Borough of The Bronx. 

Heywood, George, 62 Madison Ave., Borough of Manhat- 
tan. 

Hibbs, Russell A., 136 Madison Ave., Borough of Manhat- 
tan. 

Hinton, John H., 41 W. 32d St., Borough of Manhattan. 

Hirons, Gardner, 131 W. 136th St., Borough of Manhattan. 

Hitchcock, Wm. R., 247 W. 135th St., Borough of Man- 
hattan. 

Holden, Timothy N., 294 E. Broadway, Borough of Man- 
hattan. 

Holman, D. Emory, 330 W. 57th St., Borough of Manhat- 
tan. 

Holmes, Edwin, 44 W. 49th St., Borough of Manhattan. 

Hoople, Heber N., 253 Gates Ave., Borough of Brooklyn. 

Hoover, F. Pierce, 145 W. 45th St., Borough of Manhattan. 

Hopkins, George G., 350 Washington Ave., Borough of 
Brooklyn. 

Horn, Charles F. W., 220 W. 127th St., Borough of Man- 
hattan. 

Homer, Richard N. W. K., 225 W. 123d St., Borough of 
Manhattan. 

Hotchkiss, Lucius W., 24 E. S4th St., Borough of Manhat- 
tan. 

Houghton, H. Seymour, 301 W. 88th St., Borough of Man- 
hattan. 

Hubby, Lester M., 40 W. 84th St., Borough of Manhattan. 

Huber, Francis, 209 E. 17th St., Borough of Manhattan. 

Hughes, Peter, 136 S. 9th St., Borough of Brooklyn. 
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Hull, Joseph J., "The Albany/' 51st St. and Broadway, 
Borough of Manhattan. 

Humphreys, Gustavus A., loi W. 8ist St., Borough of 
Manhattan. 

Hunking, Charles Dustin, 146 Central Park West, Borough 
of Manhattan. 

Hunt, Joseph H., 1085 Bedford Ave., Borough of Brooklyn. 

Hunter, Dwight W., 80 W. 40th St., Borough of Manhat- 
tan. 

Hunter, Garnet L., 68 W. 88th St., Borough of Manhattan. 

Hurd, Lee M., 19 E. 38th St., Borough of Manhattan. 

Hyde, Frederic E., 20 W. 53d St., Borough of Manhattan. 

Iglehart, Asa Stewart, 51 W. 55th St., Borough of Man- 
hattan. 

lUoway, Henry, 1138 Madison Ave., Borough of Manhat- 
tan. 

Imperatori, Carlo, 638 Lexington Ave., Borough of Man- 
hattan. 

Imperatori, Charles Johnstone, 28 Oliver St., Borough of 
Manhattan. 

Ives, Frank L., 117 E. 30th St., Borough of Manhattan. 

Jacoby, George W., 605 Madison Ave., Borough of Man- 
hattan. 

Ja^er, Archer W., 410 Amity St., Flushing, Borough of 
Queens. 

James, Walter B., 17 W. 54th St., Borough of Manhattan. 

James, Warren A., 528 Bedford Ave., Borough of Brook- 
lyn. 

Jarecky, Herman, 115 W. 121st St., Borough of Manhattan. 

Jelliffe, Smith Ely, 231 W. 71st St., Borough of Manhattan. 

Jenkins, John A., 271 Jefferson Ave., Borough of Brooklyn. 

Jewett, Charles, 330 Clinton Ave., Borough of Brooklyn. 

Johnson, Alexander B., 12 E. 58th St., Borough of Man- 
hattan. 

Johnson, Samuel M., 51 W. 9th St., Borough of Manhattan. 

Johnston, Henry C, New Brighton, S. L, Borough of Rich- 
mond. 

Jones, S. Beach, 28 W. 32d St., Borough of Manhattan. 

Judson, Adoniram B., i Madison Ave., Borough of Man- 
hattan. 

Kalish, Richard, 36 W. 47th St., Borough of Manhattan. 
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Kammerer, Frederick, 51 E. 66th St., Bprough of Manhat- 
tan. 

Katzenbach, Wm. H., 17 W. 4Sth St., Borough of Man- 
hattan. 

Kellogg, Edward L., 104 W. 58th St., Borough of Man- 
hattan. 

Kendall, Wm. Pitman, U. S. Army, Borough of Manhattan. 

Kene, Joseph A., 64 Greene Ave., Borough of Brooklyn. 

Kenefick, Joseph A., 29 W. 36th St., Borough of Manhattan. 

Keppler, Carl Richard, 177 Second Ave., Borough of Man- 
hattan. 

Kerrigan, Joseph A., 886 St. Nicholas Ave., Borough of 
Manhattan. 

Kilmer, Theron W., 165 W. 85th St., Borough of Manhat- 
' tan. 

Kindred, John Joseph, Astoria, Borough of Queens. 

Kinnicutt, Francis P., 39 E. 35th St., Borough of Manhat- 
tan. 

Knapp, John B., 62 W. 51st St., Borough of Manhattan. 

Knapp, John Rudolph, Ward's Island, Borough of Man- 
hattan. 

Knight, Charles H., 147 W. 57th St., Borough of Manhat- 
tan. 

Krollpfeiffer, Henry, 130 E. 70th St., Borough of Man- 
hattan. 

Krug, Florian, 13 E. 41st St., Borough of Manhattan. 

Lambert, Walter Eyre, 8 W. 35th St., Borough of Manhat- 
tan. 

Laporte, George L., 52 W. 114th St., Borough of Manhat- 
tan. 

Lawrence, Enoch P., 147 Amity St., Flushing, Borough of 
Queens. 

Leale, Charles A., 604 Madison Ave., Borough of Manhat- 
tan. 

Leale, Medwin, 2 W. 88th St., Borough of Manhattan. 

Lederman, E. D., 38 E. 60th St., Borough of Manhattan. 

Lee, Burton James, 55 E. 72d St., Borough of Manhattan. 

Lee, Elmer, 127 W. S8th St., Borough of Manhattan. 

Lee, George Boiling, 215 W. 43d St., Borough of Man- 
hattan. 
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LeFevre, Egbert, 52 W. s6th St., Borough of Manhattan. 

Leveridge, Silas P., rjy E. Broadway, Borough of Man- 
hattan. 

Lewengood, Jacob, 11 18 Madison Ave., Borough of Man- 
hattan. 

Lewis, Charles H., 51 W. 58th St., Borough of Manhattan. 

Lewis, Robert, Jr., 48 W. 40th St., Borough of Manhattan. 

Lilienthal, Howard, 766 Madison Ave., Borough of Man- 
hattan. 

Lihdenmeyr, George, 249 W. 112th St., Borough of Man- 
hattan. 

Livingston, Ernest P., 460 W. iS2d St., Borough of Man- 
hattan. 

Lloyd, Samuel, 12 W. soth St., Borough of Manhattan. 

Lloyd, T. Mortimer, 125 Pierrepont St., Borough of 
Brooklyn. 

Longacre, Raymond F., 238 W. 73d St., Borough of Man- 
hattan. 

Loomis, Henry P., 58 E. 34th St., Borough of Manhattan. 

Lusk, Wm. Chittenden, 47 E. 34th St., Borough of Man- 
hattan. 

Lyle, Wm. Gordon, 60 W. 58th St., Borough of Manhattan. 

Mabbott, J. Milton, 19 Fifth Ave., Borough of Manhattan. 

MacAdam, Henry Graham, 325 W. S5th St., Borough of 
Manhattan. 

Macdonald, A. E., Ward's Island, Borough of Manhattan. 

MacLeod, Johnston, 49 So. Parsons Ave., Flushing, Bor- 
ough of Queens. 

MacPhee, John Joseph, 367 W. 123d St., Borough of Man- 
hattan. 

Maine, Hallock R., 24 Seventh Ave., Borough of Brooklyn. 

Mallett, E. Pierre, 171 W. 71st St., Borough of Manhattan. 

Markoe, Francis H., 15 E. 49th St., Borough of Manhattan. 

Marple, Wilbur B., 35 W. S3d St., Borough of Manhattan. 

May, Charles H., 698 Madison Ave., Borough of Manhat- 
tan. 

Mayer, Abraham, 40 E. 6oth St., Borough of Manhattan. 

McBurney, Charles, 28 W. 37th St., Borough of Manhattan. 

McChristie, William, 987 Freeman St., Borough of The 
Bronx. 
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McClelland, Leflferts A., 78 McDonough St., Borough of 
Brooklyn. 

McCoUom, William, 195 Leflferts Place, Borough of Brook- 
lyn. 

McGovem, Martin A., 1029 Park Ave., Borough of Man- 
hattan. 

McIIwaine, Qiarles H., 264 Willis Ave., Borough of The 
Bronx. 

McKew, John J., 153 E. 6ist St., Borough of Manhattan. 

McMaster, N. G., 63 E. 56th St., Borough of Manhattan. 

McNeilly, Robert, 309 W. 19th St., Borough of Manhattan. 

McNicholl, Thomas Alex., 221 W. I32d St., Borough of 
Manhattan. 

McWiUiams, Clarence A., 50 E. 53d St., Borough of Man- 
hattan. 

Meara, Frank S., 400 West End Ave., Borough of Manhat- 
tan. 

Miller, Frank E., 22 W. 31st St., Borough of Manhattan. 

Miller, J. Preston, 500 W. 149th St., Borough of Manhat- 
tan. 

Minor, S. Carrington, 850 E. 165th St., Borough of The 
Bronx. 

Moeller, Henry, 341 W. S7th St., Borough of Manhattan. 

Mooney, Charles J., 44 E. 63d St., Borough of Manhattan. 

Moore, James B., 142 E. 40th St., Borough of Manhattan. 

Moore, John F., 156 W. 94th St., Borough of Manhattan. 

Moore, Wm. Oliver, 42 E. 29th St., Borough of Manhattan. 

Morrill, J, Lee, 67 E. 79th St., Borough of Manhattan. 

Morris, Lewis Rutherford, 60 W. s8th St., Borough of 
Manhattan. 

Morris, Robert T., 58 W. 56th St., Borough of Manhattan. 

Morrow, Benjamin R., 207 Second Ave., Borough of Man- 
hattan. 

Morse, William H., 153 E. 77th St., Borough of Manhat- 
tan. 

Morton, William J., 19 E. 28th St., Borough of Manhattan. 

Moseley, C. Horace L., 929 Jeflferson Ave., Borough of 
Brookl)m. 

Mosher, Burr B., 202 Schermerhom St., Borough of 
Brooklyn. 

Munn, John P., 18 W. s8th St., Borough of Manhattan. 

Murray, Francis J., 28 W. 6ist St., Borough of Manhattan. 
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Myers, T. Halsted, 54 W. 50th St., Borough of Manhattan. 

Nagel, Joseph Darwin, 61 W. 35th St., Borough of Man- 
hattan. 

Nagle, John T., 163 W. 126th St., Borough of Manhattan. 

Nesbitt, John H., 212 W. 45th St., Borough of Manhattan. 

Neuhaus, George E., 151 W. 95th St., Borough of Manhat- 
tan. 

Neumann, Louis, 459 W. 24th St., Borough of Manhattan. 

Newcomb, James E., 118 W. 69th St., Borough of Man- 
hattan. 

Newman, Hugh A., 330 Van Brunt St., Borough of Brook- 
lyn. 

Nichols, Hubert, 736 Decatur St., Borough of Brooklyn. 

Nichols, Truman, 95 Rodney St., Borough of Brooklyn. 

Nicoll, Henry D., 51 E. 57th St., Borough of Manhattan. 

Nicoll, Matthias, Jr., 168 W. 48th St., Borough of Manhat- 
tan. 

Nilsen, Jonas R., 69 W. Soth St., Borough of Manhattan. 

Norris, Henry S., 10 W. 49th St., Borough of Manhattan. 

North, James Hi, Jr., 346 Broadway, Borough of Manhat- 
tan. 

Norton, Nathaniel Read, 107 E. 70th St., Borough of Man- 
hattan. 

Noyes, William B., 28 W. 6ist St., Borough of Manhattan. 

Oastler, Frank R., 449 Park Ave., Borough of Manhattan. 

Ogilvy, Charles, 62 E. 34th St., Borough of Manhattan. 

O'Grady, Cornelius E., 1062 Forest Ave., Borough of The 
Bronx. 

O'Neil, D. Edwin, 35 W. 88th St., Borough of Manhattan. 

O'Neil, Simon J., 242 Central Park West, Borough of 
Manhattan. 

Otis, William K., 5 W. 50th St., Borough of Manhattan. 

Outerbridge, Paul E., 27 W. 74th St., Borough of Manhat- 
tan. " 

Paffard, Frederic C, 238 Clinton St., Borough of Brooklyn. 

Paine, Arthur R., 211 Lafayette Ave., Borough of Brook- 
lyn. 

Palmer, Edmund J., 103 W. 86th St., Borough of Manhat- 
tan. 

Palmer, Marvin Reed, 2028 Seventh Ave., Borough of Man- 
hattan. 

Parker, Charles T., 17 E. 57th St., Borough of Manhattan. 
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Parounagian, Mihran B., 64 Lexington Ave., Borough of 
Manhattan. 

Parsons, John, 2882 Bailey Ave., Kingsbridge, Borough of 
The Bronx. 

Patrick, Jehiel H., 347 W. 24th St., Borough of Manhattan. 

Patterson, Cyrus S., 167 W. 129th St., Borough of Man- 
hattan. 

Peabody, George L., 57 W. 38th St., Borough of Manhat- 
tan. 

Pearson, L. Walter, 401 Union St., Borough of Brooklyn. 

Peck, Charles H. 37 W. 48th St., Borough of Manhattan. 

Peck, Edward Sprague, 53 W. 50th St., Borough of Man- 
hattan. 

Pedersen, James, 20 E. 46th St., Borough of Manhattan. 

Perry, John G., 48 E. 34th St., Borough of Manhattan. 

Peterson, Frederick, 4 W. 50th St., Borough of Manhat- 
tan. 

Phelps, Abel Mix, 62 E. 34th St., Borough of Manhattan. 

Phillips, Wendell C, 350 Madison Ave., Borough of Man- 
hattan. 

Polk, William M., 7 E. 36th St., Borough of Manhattan. 

Ponce de Leon, Nestor J., 146 W. 65th St., Borough of 
Manhattan. 

Pooley, Thomas R., 107 Madison Ave., Borough of Man- 
hattan. 

Poore, Charles T., 43 W. 53d St., Borough of Manhattan. 

Porter, P. Brynberg, 150 W. 84th St., Borough of Man- 
hattan. 

Porter, William H., "Strathmore," 1674 Broadway, Bor- 
ough of Manhattan. 

Post, Woodruff L., 2121 Bathgate Ave., Borough of The 
Bronx. 

Potter, E. Styles, 214 W. 92d St., Borough of Manhattan. 

Prentiss, Robert S., 82 Woolsey St., Astoria, Borough of 
Queens. 

Price, Henry R., 163 Hancock St., Borough of Brooklyn. 

Pritchard, Wm. Broaddus, 105 W. 73d St., Borough of 
Manhattan. 

Proben, Charles I., 970 Lexington Ave., Borough of Man- 
hattan. 

Putzel, Leopold, 13 E. 57th St., Borough of Manhattan. 
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Pybum, Paul Francis, 600 Franklin Ave., Borough of 
Brookl)m. 

Quigley, John J., 255 W. 138th St., Borough of Manhattan. 

Quintard, Edward, 145 W. s8th St., Borough of Manhat- 
tan. 

Ransom, Charles C, 66 W. 49th St., Borough of Manhat- 
tan. 

Raynor, Frank Cooper, 54 Livingston St., Borough of 
Brooklyn. 

Reese, Robert G., 58 E. 25th St., Borough of Manhattan. 

Remer, John, 1553 Madison Ave., Borough of Manhattan. 

Richards, George A., 44 W. 44th St., Borough of Manhat- 
tan. 

Richardson, Alfonso A., 124 W. iiith St., Borough of 
Manhattan. 

Richardson, Braxton B., 2057 Boston Road, Borough of 
The Bronx. 

Richy, Henry A., 161 E. 46th St., Borough of Manhattan. 

Riggs, C. E., U. S. N., Navy Yard, Borough of Brookl)m. 

Robertson, Oswald D. F., 71 E. 82d St., Borough of Man- 
hattan. 

Robeson, Fielding T., 325 Central Park West, Borough of 
Manhattan. 

Robinson, Andrew R., 248 W. 42d St., Borough of Man- 
hattan. 

Robinson, Fred C, 221 W. nth St., Borough of Manhat- 
tan. 

Robinson, William G., 141 E. 34th St., Borough of Man- 
hattan. 

Roeser, Edward N., 240 W. 130th St., Borough of Man- 
hattan. 

Rose, Achilles, 126 E. 29th St., Borough of Manhattan. 

Rudisch, Julius, 39 E. 63d St., Borough of Manhattan. 

Ruggles, Augustus D., 330 W. 56th St., Borough of Man- 
hattan. 

Ruppe, Ernest F., 427 W. 47th St., Borough of Manhattan. 

Russell, John F., 21 W. nth St., Borough of Manhattan. 

Sachs, B., 21 E. 65th St., Borough of Manhattan. 

Sands, Robert Alfred, 39 E. 33d St., Borough of Manhattan. 

Saril, H. Davison, 2020 Broadway, Borough of Manhattan. 

Satterlee, F. LeRoy, 8 W. i8th St., Borough of Manhattan. 
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Satterlee, George Reese, 252 Madison Ave., Borough of 
Manhattan. 

Satterthwaite, Thomas E., 7 E. 80th St., Borough of Man- 
hattan. 

Savage, Thomas Rutherford, 151 W. 119th St., Borough of 
Manhattan. 

Sayre, Reginald Hall, 9 E. 45th St., Borough of Manhat- 
tan. 

Scales, Jefferson, 93 Tompkins Ave., New Brighton, S. I., 
Borough of Richmond. 

Schlapp, M. G., 47 E. 78th St., Borough of Manhattan. 

Schley, Winfield Scott, yj W. 50th St., Borough of Man- 
hattan. 

Scratchley, Francis A., no E. 25th St., Borough of Man- 
hattan. 

Seaman, Louis Livingston, 18 W. 31st St., Borough of 
Manhattan. 

Seeligmann, Gustav, 53 E. 72d St., Borough of Manhattan. 

Sell, Edward H. M., 137 W. 94th St., Borough of Man- 
hattan. 

Seward, Walter M., 126 E. 86th St., Borough of Manhat- 
tan. 

Shaffer, Newton M., 28 E. 38th St., Borough of Manhattan. 

Shannon, John R., 20 W. 35th St., Borough of Manhattan. 

Shannon, William, 130 W. 8ist St., Borough of Manhat- 
tan. 

Shaw, Mortimer Wright, 118 Cedar St., Borough of Man- 
hattan. 

Shelby, Edmund P., 30 W. 32d St., Borough of Manhattan. 

Sichel, C. Clarence, 32 W. 35th St., Borough of Manhattan. 

Silver, Henry Mann, 5 E. 43d St., Borough of Manhattan. 

Silver, Lewis M., 103 W. 72d St., Borough of Manhattan. 

Simmons, Charles E., 762 Madison Ave., Borough of Man- 
hattan. 

Simmons, John Gorse, Westchester Ave., between Aves. C. 
and D., Borough of The Bronx. 

Simmons', Warren S., 338 Lafayette Ave., Borough of 
Brooklyn. 

Simpson, William K., 952 Lexington Ave., Borough of 
Manhattan. 

Skeel, Frank D., 58 E. 2Sth St., Borough of Manhattan. 
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Smith, A. Alexander, 8 W. 47th St., Borough of Manhat- 
tan. 

Smith, Andrew H., 18 E. 46th St., Borough of Manhattan. 

Smith, Daniel H., 34 W. 37th St., Borough of Manhattan. 

Smith, Ernest Ellsworth, 26 E. 29th St., Borough of Man- 
hattan. 

Smith, E. Franklin, 324 W. 46th St., Borough of Manhat- 
tan. 

Smith, Oscar G., 130 Washington Place, Borough of Man- 
hattan. 

Smith, Samuel Wesley, 66 Madison Ave., Borough of Man- 
hattan. 

Smith, Thomas Allison, 102 W. 75th St., Borough of Man- 
hattan. 

Solley, Fred Palmer, 33 W. S3d St., Borough of Manhat- 
tan. 

Sondem, Frederic E., 200 W. s6th St., Borough of Man- 
hattan. 

Southworth, Thomas S., 47 W. s6th St., Borough of Man- 
hattan. 

Spicer, Walter E., 312 W. 51st St., Borough of Manhattan. 

Sprague, John T., Stapleton, S. I., Borough of Richmond. 

Steese, Edwin S., 46 E. 57th St., Borough of Manhattan. 

Stephens, Franklin M., 71 W. 49th St, Borough of Man- 
hattan. 

Stevens, Charles W., 22 E. 46th St., Borough of Manhattan. 

Stevens, William, 70 W. 52d St., Borough of Manhattan. 

Stevenson, Qinton, 1227 Lexington Ave., Borough of Man- 
hattan. 

Stevenson, Thomas, 220 W. losth St., Borough of Manhat- 
tan. 

Stewart, George D., 143 E. 37th St., Borough of Manhat- 
tan. 

Stillwell, John E., 9 W. 49th St., Borough of Manhattan. 

Stimson, Charles W., 68 W. 40th St., Borough of Manhat- 
tan. 

Stimson, Daniel M., 11 W. 17th St., Borough of Manhat- 
tan. 

Stone, William F., 139 W. 43d St., Borough of Manhattan. 

Story, C. B., Bayside, L. I., Borough of Queens. 

Sturmdorf, Arnold, 106 E. 62d St., Borough of Manhattan. 
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Sullivan, John D., 74 McDonough St., Borough of Brook- 
lyn. 

Sully, Albert Walter, 1277 Bedford Ave., Borough of 
Brooklyn. 

Sumner, Albert E., 122 W. 58th St., Borough of Manhat- 
tan. 

Swift, Edwin E., 112 W. 8ist St., Borough of Manhattan. 

Swift, George Montague, 20 W. 55th St., Borough of Man- 
hattan. 

Taylor, Fielding Lewis, 173 W. 73d St., Borough of Man^ 
hattan. 

Taylor, Robert W., 40 W. 21st St., Borough of Manhattan. 

Terry, Charles H., 540 Washington Ave., Borough of 
Brooklyn. 

Thomas, Allen M., 45 W. 54th St., Borough of Manhattan. 

Thomas T. Gaillard, 600 Madison Ave., Borough of Man- 
hattan. 

Thompson, Charles Newton, 67 W. 90th St., Borough of 
Manhattan. 

Thompson, Von Beverhout, 31 E. 28th St., Borough of 
Manhattan. 

Thomson, William H., 23 E. 47th St., Borough of Manhat- 
tan. 

Thomley, Josiah Payne, "Hotel Ansonia," Borough of 
Manhattan. 

Thurber, Samuel Wood, 251 W. 73d St., Borough of Man- 
hattan. 

Tiedemann, Frederick, 873 St. Nicholas Ave., Borough of 
Manhattan. 

Tilton, Benjamin T., 49 E. 53d St., Borough of Manhattan. 

Timme, Walter, 158 W. 95th St., Borough of Manhattan. 

Titus, Edward C, 117 W. nth St., Borough of Manhattan. 

Tousey, Sinclair, 103 W. 76th St., Borough of Manhattan. 

Townsend, Charles Wilmot, New Brighton, S. I. Borough 
of Richmond. 

Trask, James D., 112 E. 30th St., Borough of Manhattan. 

Trautman, Alexander, 369 Lexington Ave., Borough of 
Manhattan. 

Tuck, Henry, 346 Broadway, Borough of Manhattan. 

Tucker, Carlos P., 43 W. 26th St., Borough of Manhattan. 

Tuffs, Edward G., 30 Oliver St., Borough of Manhattan. 
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Tull, Edward Emory, 119 W. 80th St., Borough of Manhat- 
tan. 

Tully, Marcus E., 137 W. 76th St., Borough of Manhattan. 

Turner, Edward Payson, 24 State St., Borough of Manhat- 
tan. 

Twist, Earl Bancroft, 266 W. 129th St., Borough of Man- 
hattan. 

Tyson, Henry Hawkins, 47 W. Sist St., Borough of Man- 
hattan. 

Valk, Francis, 164 E. 6ist St., Borough of Manhattan. 

Vanderpoel, Waldron B., 106 E. 24th St., Borough of Man- 
hattan. 

Van Etten, Nathan B., Cor. Tremont and Anthony Aves., 
Borough of The Bronx. 

Van Gieson, Ira, i Madison Ave., Borough of Manhattan. 

Van Gieson, Ransford E., 94 Kent St., Borough of Brool:- 
lyn. 

Van Loan, James C. P., 346 W. 33d St., Borough of Man- 
hattan. 

Van Orden, Frank M., 852 E. i6sth St., Borough of The 
Bronx. 

Van Schaick, George G., 23 W. 37th St., Borough of Man- 
hattan. 

Van Sickle, Albert M., 325 Marcy Ave., Borough of Brook- 
lyn. 

Van Vliet, Fred, 228 W. nth St., Borough of Manhattan. 

Varcoe, William F., 232 W. 22d St., Borough of Manhat- 
tan. 

Vedder, Harmon A., 35 E. 62d St., Borough of Manhattan. 

Vincent, Ludger C., 103 W. 77th St., Borough of Manhat- 
tan. 

Von Glahn, John, 150 W. s8th St., Borough of Manhattan. 

Vosburgh, Arthur Seymour, 40 W. 88th St., Borough of 
Manhattan. 

Wakefield, Homer, 151 W. 76th St., Borough of Manhattan. 

Walker, Henry F., 18 W. S5th St., Borough of Manhat- 
tan. 

Walker, John B., 33 E. 33d St., Borough of Manhattan. 

Walser, William C., Livingston, S. I., Borough of Rich- 
mond. 

Walther, L., Ward's Island, Borough of Manhattan. 

Walton, Luis P., 73 W. soth St., Borough of Manhattan. 
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Warford, George T., 132 W. 82d St., Borough of Manhat- 
tan. 

Watkins, Robert L., 20 W. 34th St., Borough of Manhattan. 

Watts, Robert, 45 W. 36th St., Borough of Manhattan. 

Watts, Robert, Jr., 1 1 1 E. 35th St., Borough of Manhattan. 

Weber, Leonard, 25 W. 46th St., Borough of Manhattan. 

Weeks, John E., 46 E. 57th St., Borough of Manhattan. 

Weiher, Charles L., 71 E. 79th St., Borough of Manhattan. 

Weir, Robert Fulton, 11 E. 54th St., Borough of Manhat- 
tan. 

Weismann, Francis H., 218 E. 17th St., Borough of Man- 
hattan. 

Welker, Franklin, 344 W. 145th St., Borough of Manhat- 
tan. 

Westbrook, Richard Ward, 1145 Dean St., Borough of 
Brooklyn. 

White, John Blake, 1013 Madison Ave., Borough of Man- 
hattan. 

White, Octavius A., 41 E. 78th St., Borough of Manhattan. 

Whiting, Charles Allen, 70 W. 47th St., Borough of Man* 
hattan. 

Wilcox, Reynold Webb, 679 Madison Ave., Borough of 
Manhattan. 

Wilde, Thomas, 121 Seventh Ave., Borough of Brookl)m. 

Willard, Thomas H., i Madison Ave., Borough of Manhat- 
tan. 

Williams, Herbert F., 197 Gates Ave., Borough of Brook- 
lyn. 

Williams, Mark H., 32 W. 129th St., Borough of Manhat- 
tan. 

Willich, C, 762 Greene Ave., Borough of Brooklyn. 

Wilson, Frederic N., 106 W. 47th St., Borough of Manhat- 
tan. 

Winters, Joseph E., 25 W. 37th St., Borough of Manhattan. 
Wood, Benjamin, Jr., 253 Cypress Ave., Flushing, Bor- 
ough of Queens. 
Wood, Francis Carter, "Osborne," 57th St. and 7th Ave., 

Borough of Manhattan. 
Wood, John Scott, 172 Sixth Ave., Borough of Brooklyn. 
Wood, J. Walter, Port Richmond, Borough of Richmond. 
Wunderlich, Frederick W., 165 Remsen St., Borough of 
Brooklyn. 
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Wyckoff, Peter B., 23 W. 57th St., Borough of Manhattan. 

Wyckoff, Richard M., 532 Clinton Ave., Borough of Brook- 
lyn. 

Wylie, Robert Hawthorne, 36 W. 35th St., Borough of 
Manhattan. 

Wylie, W. Gill, 28 W. 40th St., Borough of Manhattan. 

Wynkoop, Daniel Woodbury, 128 Madison Ave., Borough 
of Manhattan. 

Wynkoop, Gerardus H., 128 Madison Ave., Borough of 
Manhattan. 

Zabriskie, Fred Templeton, 58 W. 47th St., Borough of 
Manhattan. 

Zimmerman, Edwin, 297 W. nth St., Borough of Manhat- 
tan. 



Total Number of Fellows 570 
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Deceaseb jfeUows 

1902 

Mund6, Paul F., - Borough of Manhattan. 
Died February 7, 1902. 

Smith, James Thomas, Borough of The Bronx. 
Died February 25, 1902. 

Tucker, Ervin A., - Borough of Manhattan. 
Died March 3, 1902. 

Richardson, John E., Borough of Brooklyn. 
Died March 23, 1902. 
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THE DEATH OF DR. PAUL F. MUNDE. 



At a stated meeting of the Association held March lo, 
1902, the following report was presented and adopted : 

The Medical Association of the Greater City of New 
York desires to give expression to the loss it has sustained 
in the death of its Associate, Dr. Paul F. Munde, one of its 
founders and most distinguished members. 

In his professional life and work he exhibited tlje attri- 
butes of the conscientious and conservative physician, and 
throughout his whole career, in every position he occupied, 
discharged its duties with fidelity and devotion, winning the 
respect and esteem of all who knew him. 

Our deepest sympathy is extended to his afflicted family, 
and we hereby resolve that this note be entered in our min- 
utes and a copy be sent to the family. 

(Signed) W. H. KATZENBACH, 

Chairman; 
HENRY C. COE, 
CHAS. F. ADAMS, 

Committee. 
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THE DEATH OF DR. ERVIN ALDEN TUCKER. 



At a stated meeting of the Association held April 14, 
1902, the following report was presented and adopted: 

The Medical Association of the Greater City of New 
York has learned with the deepest regret of its loss by 
death of one of its most promising members, Dr. Ervin A. 
Tucker, one of tKe founders of the Association. 

By inherent ability, thorough preparation, and hard work 
Dr. Tucker had gained the front rank in his specialty of 
Obstetrics, and had won the admiration and respect of his 
colleagues and his many friends. 

He seemed to be at the threshold of a most useful and 
distinguished career when his life closed. 

Resolved, That we extend our deepest sympathy to the 
bereaved widow; that this note be entered upon our min- 
utes, and that a copy be forwarded to the widow. 

(Signed) EDWIN B. CRAGIN, 

Chairman ; 
J. CLIFTON EDGAR, 

J. MILTON MABBOTT, 

Committee. 
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THE DEATH OF DR. JOHN E. RICHARDSON. 



At a stated meeting of the Association held May 12, 1902, 
the following report was presented and adopted: 

Dr. John E. Richardson, of 127 South Oxford Street, 
Brooklyn, died at his home March 23, 1902, of cancer. 
The disease began as a carcinoma of the tongue, for which 
he was operated on in July, 1900. Recurrence in the cervi- 
cal glands was noticed in July, 1901, and a secondary 
operation was performed in August. In October the dis- 
ease again appeared in the neck, and treatment was insti- 
tuted by the X-ray. This controlled the malady until about 
the first of the present year, after which time it was without 
effect. 

Dr. Richardson was born in Albany, N. Y., in 185 1, being 
a son of William and Mary Richardson. He came to New 
York City in 1865, removing to Brooklyn two years later. 
He entered the Polytechnic Institute, taking the liberal 
course, and going from there to the College of Physicians 
and Surgeons in New York, from which he was gradu- 
ated in 1877. He served as interne in the Brooklyn Hos- 
pital, and then went abroad for a course of study in the 
hospitals of Berlin, Vienna and London. He began prac- 
tice in Brooklyn in 1880 and was eminently successful. 

Among the professional positions held by him were: 
Police surgeon for five years, surgeon to the Brooklyn 
Orthopaedic Infirmary, physician to the Sheltering Arms 
Nursery, to the Baptist Home and to the Atlantic Avenue 
Railroad Company. He was a member of the Medical 
Society of the County of Kings, Brooklyn Pathological 
Society, Brooklyn Surgical Society, New York State Med- 
ical Association, Greater New York Medical Association, 
New York Academy of Medicine, and the Physicians' 
Mutual Aid Association. 

(Signed) . ARTHUR R. PAINE, 
F. C. RAYNOR, 

Committee. 
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PAPERS READ BEFORE THE ASSOCIATION. 



ALLEMAN, L. A. W.— Retinal Findings, with Cerebral 
Ccmcussion. June, 1901. {American Medi- 
cine, 1901). 

BALDWN, L. G.— A Case of Preperitoneal (Interstitial) 
Hernia. January, 1900. {Medical Record, 
Jan, 20, 1900). 

BARUCH, S.— Hydrotherapy for Typhoid Fever in Pri- 
vatc Practice. October, 1900. 

BECK, C. — The Operation for Hypospadias, with the 
Demonstration of Three Cases Successfully 
Treated by the Forward Dislocation of the 
Urethra. October, 1900. {N. Y., Med. Jour- 
nal, Diec, 8, 1900) . 

BERG, A. A. — Remarks on Subphrenic Abscess, with Re- 
port of Three Cases and Presentation of 
Patient. October, 1899. 

The Indications for Surgical Interference 
in Cholelithiasis. October, 1901. 

BERG, H. W. — Qio-Sarcoma of the Base of the Brain, 
Pressing Upon and in Front of the Left Lobe 
of the Cerebellum, with Remarks on the Lo- 
calization of Cerebellar Disease. May, 1900. 
{Mount Sinai Hospital Reports, 1901). 

BLAKE, J. A.— The Operative Treatment of Umbilical 
Hernia in Adults. January, 1901. {Medical 
Record, May 25, 1901). 

BRANNAN, J. W.— The Treatment of Diphtheria as Car- 
ried Out in the Willard Parker Hospital. 
April, 1900. 

BRANTH, J. H.— Demonstration of Two Cases of Ex- 
trophy of the Bladder, with Suggestions for 
a New Operation. June, 1899. {Medical 
Record, Sept. 16, 1899.) 
Case of Excision of the Elbow Joint, Followed 
by a False Joint with Restored Function of 
Arm. June, 1899. 
The Growth of New Bone from Periosteum. 
June, 1901. {N. Y. Med. Journal, 1901.) 
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CHAPIN, H. D.— Epidemic Poliomyelitis in Children.* 
March, 1900. 

The Heart and Circulation in Diphtheria.* 
April, 1900. 

COE, H. C. — The Induction of Premature Labor. March, 
1902. 

COLEY, W. B. — Acute Traumatic Malignancy, with a 
Report of Cases. November, 1900. {Medical 
News, April 13 a/dd 20, 1901.) 

CORNING, J. L.— The Neuro-Physiological Aspect of 
Spinal Anaesthesia. December, 1900. {Med. 
Review of Reviews, 1901.) 

CRAGIN, E. B. — Metrorrhagia Due to Inflammatory 
Processes Within the Pelvis. February, 
1901. 

CROOK, J. K.— The Early Diagnosis of Pleuritic Effu- 
sions. November J 1901. {Medical News, 
April, 12, 1902.) 

DESSAU, S. H.— The Therapeutic Value of the Internal 
Use of Carbolic Acid. June, 1902. 

DICKINSON, R. L.— Time-Saving and Labor-Saving De- 
vices in the Office Work of Surgeon and 
Gynaecologist. June, 1902. {Medical Record, 
1902.) 

EDGAR, J. C. — The Causes and the Significance of the 
Obstetric Hemorrhages. February, 1901. 
{American Gynaecological and Obstetrical 
Journal, April, 1901.) 

EINHORN, M. — A New GEsophagoscope. December, 
1901. {Medical Record, Jan, 25, 1902.) 

FISHER, E. D.— Myelitis— Its Rarity Outside of Trau- 
matic Conditions. March, 1900. 

FLINT, A. — Inaugural Address. October, 1899. 

* Read by invitation. 
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FOWLER, G. R. — Spinal Analgesia in General Surgery — 
A Study of Eighty-one Cases Operated Upon 
Under Analgesia Obtained by Subarachnoid 
Spinal Cocainization. December, 1900. 
{Medical News, Jan. 5, 1901.) 

FREUDENTHAL, W.— Some of the European Sanatoria 
for Consumptives, and the Final Aims of 
Phthisiotheraphy. December, 1899. {Med- 
ical News, Feb, 24, 1900. Von Leyden's 
Zeitschrift fiir Tuberkulose, 1901). 

The Indications for Operative Interference in 
Tuberculous Growths in the Larynx. March, 
1902. 

GABRIEL, M. S. — Presentation of Specimens of Vesical 
Calculi, with Remarks. June, 1899. 

GANT, S. G.— Fistula in Ano: Its Relation to Phthisis 
June, 1900. 

GOLD'AN, S. O.— Intra-Spinal Cocainization from the 
Anaesthetist's Standpoint. December, 1900. 
{N. Y. Med, Journal, Dec, 22, 1900.) 

Anaesthetization as a Specialty: Its Present and 
Future. March, 1901. {American Medicine, 
1901.) 

GUITERAS, R.— The Treatment of Urethral Strictures. 
January, 1902. 

HEITZMANN, L. — Some Errors in the Examination of 
Urine. November, 1900. {Medical News, 
April 20, 1901.) 

HEPBURN, N. J. — Cocaine Anaesthesia in Eye Affections. 
January, 1901. 

ILLOWAY, H.— The Importance of Proper Dietary Regi- 
men in the Treatment of Heart Affections. 
An Attempt to Formulate Rules Therefor. 
March, 1901. .{American Journal of the Med, 
Sciences, March, 1902.) 

LEE, E. — Food as a Factor in the Causation of Disease. 
April, 1901. 
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LILIENTHAL, H. — Remarks on the Surgical Aspects of 
Dr. H. W. Berg's Case of Glio-Sarcoma of 
the Base of the Brain. May, 1901. {Mount 
Sinai Hospital Reports, 1901.) 

MARKS, S. — Obstetrical and Gynaecological Aspect of 
Spinal Anaesthesia.* December, 1901. 

MORTON, W. J.— Radiotherapy for Cancer and Other 
Diseases. April, 1902. {Medical Record, 
May 24, 1902.) 

NOYES, W. B. — A Case of Cerebral Concussion and Hys- 
tero-Epilepsy. June, 1901. 

PHELPS, A. M.— The Etiology, Pathology and Treat- 
ment of Joint Diseases. May, 1902. 

PORTER, W. H.— The Right and Wrong Use of Digitalis 
Based on Cardiac Pathology. December, 
1901. {Medical News, May 3, 1902.) 

ROSE, A. — The Therapeutical Application of Carbonic 
Acid Gas. November, 1899. {N. Y. Med. 
Journal, Jan. 6 and 13, 1900.) 

SANDS, R. A. — The Etiology and Treatment of Acne 
Vulgaris. January, 1900. 

SARIL, H. D. — On the General Aspects of Corneal Astig- 
matism. November, 1901. 

SATTERTHWAITE, T. E.— The Treatment of Cardiac 
Affections. December, 1901. {The Post- 
Graduate, January, 1902.) 

SAVAGE, T. R. — Remarks on Symphyseotomy, with Re- 
port of Three (^ases. November, 1899. 

SMITH, A. H. — Uterine Hemorrhages Due to Organic 
Diseases in Other Organs and to Constitu- 
tional Disturbances. February, 1901. 

Inaugural Address. February, 1902. 

Specific Medication. Febt^iDary, 1902. {Med. 
Record, March 15, 1902.) 

* Read by invitation. 
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THOMSON, W. H.— Cholelithiasis : Its Diagnosis and 
Treatment. October, 1901. (N. Y, Med, 
Journal, March i, 1902.) 

VAN GIESON, R. E. — Serious Vomiting of Pregnancy. 
June, 1902. 

WEBER, L.— The Medical Treatment of the Acute Attack 
and the Management of Chronic Gallstone 
Disease, with Special Reference to Cases 
Without Icterus. October, 1901. (Medical 
News, 1901.) 

Endocarditis and Its Treatment. December, 
1901. (iV. F. Med. Journal, 1902.) 

WEIR, R. F. — Remarks on the Formation of an Artificial 
Anus. February, 1900. (Medical Record, 
April 21, 1900.) 

WHITE, J. B.— The Diagnosis and Treatment of Diph- 
theria. April, 1900. (Pediatrics, Vol X., 
No. 2, 1900.) 

Encysted Empyema, with Report of Four Cases 
Resulting in Perforation of the Lung Suc- 
cessfully Operated Upon. November, 1901. 

WILCOX, R. W.— Internal Antisepsis. May, 1900. (Med- 
ical News, Oct. 6, 1900.) 

WILLIAMS, H. F.— The Medical Treatment of Cholelith- 
iasis and Its Limitations. October, 1901. 

WYLIE, W. G. — Report of Case in which an Artificial 
Anus was Made, with Remarks. February, 
1900. 



Digiti 



zed by Google 



Digiti 



zed by Google 



45 — 



THE SCIENTIFIC PROCEEDINGS OF THE ASSO- 
CIATION FROM OCTOBER, 1901, TO JUNE, 
1902, INCLUSIVE. 

Stated Meeting, October 14, 1901. 

DISCUSSION ON CHOLELITHIASIS AND ITS 
TREATMENT— MEDICAL AND SURGICAL. 

This was opened by Dr. William H. Thomson, who 
spoke first of the value of contrasts, as strikingly shown in 
calculus of the gall-bladder and calculus of the urinary 
bladder. Both present very similar indications for surgical 
relief, but with this statement all resemblance ceases. 

Contrasting Features of Biliary and Urinary Calculus. — 
Why does it cease? Because of the radical difference be- 
tween the two in their nature, their mode of formation, 
and their underlying conditions. Therefore the indica- 
tions for treatment, from the medical point of view, are also 
widely dissimilar in the two instances. In the first place, 
biliary calculi may present absolutely no symptoms during 
life. In this connection Dr. Thomson referred to the case 
of a lady from Baltimore, who was suffering from severe 
constitutional disturbance. She had never had an attack 
of biliary colic, but her condition was such as to lead him 
to suspect the presence of gallstones. An examination of 
the blood revealed marked leucocytosis, and under the cir- 
cumstances, fearing the most untoward results unless 
prompt surgical interference was made, he advised her 
instant return to Baltimore. With her he sent a letter to 
Dr. Howard Kelly, urging an immediate exploratory lapa- 
rotomy, and shortly afterward he received word from Dr. 
Kelly that he had removed no less than 76 gallstones. Now, 
said he, suppose there had been even six calculi in the 
urinary bladder. What an amount of local irritation they 
would have caused can be readily imagined. 
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It is estimated that at least lo per cent, of all males over 
the age of forty have gallstones which give no sig^s of 
their presence during life ; while in women of fifty and over 
the percentage is as high as 25. In the case of urinary 
calculus the diagnosis is a very easy matter. We can 
apply tests to the urine, we can see the stone by means 
of the cystoscope, and can feel it with the sound. But we 
have no means of seeing or feeling gallstones, or even of 
getting a specimen of bile. These contrasts, however, are 
by no means as great as those regarding the manner in 
which these respective concretions come into existence. 

The Formation of Gallstones, — Very important progress 
has of late been made in our knowledge on this point. We 
now know that a gallstone has nothing to do with a gen- 
eral constitutional state. Hence, in this connection, there 
is no such thing as a uric acid diathesis, a phosphatic dia- 
thesis, etc. Instead, gallstones are purely local in origin. 
They do not come from the liver cells, and do not result 
from a fault in the secretion of bile. They originate lower 
down, just as gonorrhoea is not a disease of the kidney. 
This recent knowledge is a great gain, and it enables us to 
dispense with a great many of the supposed remedial 
measures that were in use twenty-five years ago. For it 
we are principally indebted to Naunym, of Strasburgh. 
The bile, as secreted in the liver, is very watery and has 
very little vis a tergo. In amount it is about equal to the 
urine, from two to three pints a day. When most rapidly 
secreted, during the active periods of digestion, it makes 
for the intestines, being propelled by the pressure of the 
diaphragm and the abdominal muscles and by intestinal 
peristalsis. The mouth of the common duct has a sphincter, 
and when active digestion ceases this sphincter is closed. 
During the night and other intervals of digestion the bile 
flows back into the reservoir provided for it, the gall- 
bladder. In the constitution of bile the main inorganic 
ingredient is lime (calcium). It is normally in solution, 
and it would remain so but for its tendency, under certain 
conditions, to combine with another ingredient, namely, the 
red coloring matter of the bile; thus forming a precipitate 
of calcium and bilirubin. Layer upon layer of cholesterin 
is deposited, and sometimes the formation of gallstones is 
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very rapid. This cholesterin, to which the bulk is mainly 
due, forms with g^eat rapidity around a stone already im- 
pacted in the duct. 

The Causation of Gallstones. — As to what causes the 
original precipitation from the bile of the calcium and 
bilirubin, and as to what causes the further accretions of 
cholesterin, these are always due to a local catarrh of the 
mucous membrane of the biliary passages. Cholesterin is 
a substance widely distributed throughout the body, and 
especially in the nervous system. Yet it is most commonly 
produced by the degeneration of epithelial cells, and hence 
is always found in pus. It is not, therefore, a normal ingre- 
dient of the bile, except in very small quantity, and then 
derived from the epithelium of the gall-bladder. This 
explains the clinical fact of the great preponderance of 
cholelithiasis in women. A very important factor in its 
production is simple stasis or stagnation of bile, and this 
condition is not difficult to understand when we reflect 
upon the common inactivity of the muscles of respiration, 
and add to this relaxation of the abdominal walls, frequently 
accompanied with ptosis. The most important factor of 
all remains to be noted. There is not simply a catarrhal 
condition, but always an infection by micro-organisms, 
which travel up from the intestines. In at least three- 
quarters of the cases the particular micro-organism is the 
bacillus coli; but in some instances we have the streptococ- 
cus, the staphylococcus, the typhoid bacillus and other 
germs. Hence, as we see, it is a purely local affair. 

As to biliary stasis, this is largely due to the habits of 
the patient, and chronic constipation is one of its chief 
causes. Dr. Willard Parker, in his lectures to students, used 
to give as his definition of woman "a person with constipa- 
tion and a backache." With the bowels constipated there 
is a special likelihood of the colon bacillus travelling up- 
ward, and therefore an intestinal catarrh very readily leads 
to a catarrh of the biliary passages. 

Diagnostic Symptoms, — In the first place, jaundice is 
present in from 50 to 60 per cent, of cases of biliary colic ; 
but so long as the concretion has been caught in the cystic 
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duct no jaundice will result. If there is no jaundice »we 
ought to have the urine tested for biliary pigment, a mere 
trace of which will throw light on the diagnosis. Secondly, 
rigors in connection with other symptoms of cholelithiasis. 
There is very little doubt that such rigors are due to toxins, 
and they in every way resemble those in urinary fever, 
which we now know are caused by the colon bacillus. In 
the next place, it is worthy of consideration that we may 
have a virulent inflammation of the gall-bladder, sufficient 
to produce hepatic abscess, and yet find no symptoms of 
biliary colic. In every case where there is any reason to 
suspect such a condition the blood should be examined for 
leucocytosis. 



Treatment, — Have we any means, aside from surgical 
interference, of dealing with gallstones more satisfactorily 
than in former days? Dr. Thomson said he thought we 
had, in the great majority of cases, until the calculus is 
tightly impacted in the ducts, and even after that in a great 
many instances. To Plimpton, of London, we are indebted 
for our knowledge of the solubility of biliary calculi in oils 
of various kinds, such as sweet oil, almond oil, and petro- 
leum oil; which act first on the cholesterin. This, said 
the speaker, was no longer a matter of hypothesis with him. 
He was in the habit of relying on olive oil, and he had a 
special way of giving it. For ten nights in succession the 
patient takes from one to two ounces in hot milk. Then 
the oil is omitted for a week, and this course is kept up 
for a number of months. Oil exerts a special action on 
mucous membranes in general, and here it has the direct 
effect of increasing the watery secretion of bile. He said 
he had from 50 to 80 recorded cases in which this treatment 
was successful. In addition to the treatment of the gall- 
stones themselves, we have to deal with the conditions 
which tend to cause intestinal catarrh, and for this pur- 
pose there is nothing so efficient as benzoate of soda. Next 
in efficacy comes salicylate of soda, and he is in the habit 
of prescribing ten grains of each of these three times a 
day after meals. Hoffman's anodyne and chloroform have 
long been in use in the treatment of cholelithiasis, and they 
undoubtedly have some solvent action. 
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THE MEDICAL TREATMENT OF THE ACUTE 
ATTACK AND THE MANAGEMENT OF CHRONIC 
GALLSTONE DISEASE, WITH SPECIAL REFER- 
ENCE TO CASES WITHOUT ICTERUS. 

Dr. Leonard Weber read the following paper: The 
late Willard Parker, of this city, equally g^eat both as 
physician and surgeon in his day, in a short communication 
published in 1866 in the Medical Record showed us that 
perityphlitis had better be diagnosed appendicitis forming 
abscess by perforation, and that by timely operation of such 
abscess many a life might be saved. This was a masterly 
thought, bearing great and blessed fruit in the course of 
time. A monument ought to be erected to the memory of 
Willard Parker as a public benefactor. It took us well- 
nigh sixteen years to arrive at a correct pathological under- 
standing of the matter and recognize that appendicitis was 
in the vast majority of instances a surgical disease, which 
required operation by a surgeon well trained in abdominal 
surgery. Even so American surgeons easily took the lead 
in this branch of surgery, and maintained it for ten years 
and more, to show others the way. 

In the treatment of cholelithiasis, the subject before us 
for discussion to-night, we physicians always could and 
can do a great deal for the relief and cure of our patient. 
But how much more can be done now to save life in cases 
not amenable to medical treatment since the surgeons united 
their efforts with ours, after the late German surgeon, 
Langenbuch, in 1883 had shown the way to incise the gall- 
bladder and clear of gallstones that viscus and the ducts 
connected with it. 

The acute and often severe attack of gallstone colic which 
is medically manageable is generally caused by the tem- 
porary impaction of a small calculus in and its passage 
through the cystic and common ducts, and it more often 
occurs two or three hours after a full meal than at other 
times. It requires for its relief a hypodermic injection of 
morphia (less than a quarter of a grain has scarcely ever 
served me), a hot linseed-meal poultice (preferable to the 
hot- water bag because much less heavy), over the upper 
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abdomen, and a large enema. Later on, when nausea and 
vomiting have ceased, calomel or compound cathartic pills 
are required for thoroughly cleansing the intestinal tract. 
Of the favorable influence of olive oil by the mouth, in 
vogue for some time, I have not been able to satisfy my- 
self ; but for some years I have been in the habit of follow- 
ing up an acute attack for a week or more with enemata 
of from four to eight ounces of warm olive oil, carried 
high up in the rectum by a long tube, to be retained over 
night and followed by a copious flushing of the colon with 
warm water. Soap-suds should not be employed for this 
purpose because they are irritating to mucous membrane 
when frequently used. If the o il is placed in the lower 
rectum the patient wilLj*©{jBS^Smte during the night, 

because its presenc^J^^wWes with'4}je^^ssage of flattus. 
Do these enemata y^^iny gC9a?~"I beri^^them to be an 
adjuvant to the gF^^'itt"€ft^A^^-feS remt^Ting stagnating 
faeces and cleansiilgJihd'TOreslmal^OTCt, by I improving the 
portal circulation, Si bv incr^^sjgg the %w of bile. What 
part does the sweeNjO^ f>laA^^ l^^kiKrw^othing certainly 
about that, and there is'^fteL g^ ^j ii^Tfto theorize. 

These severe attacks repeat themselves, with or without 
icterus, according to the seat of the impaction of the cal- 
culus in the cystic or common choledoch duct, and are ac- 
companied sometimes by high fever. I have seen the 
temperature as high as 105 deg., though neither cholangitis 
or cholecystitis was present. There may be temporary 
swelling and tenderness of the liver, and much biliary color- 
ing matter may get into the blood and urine. The above 
palliative treatment will not disappoint so long as there is 
no manifestation of firm incarceration of one or large cal- 
culi in the gall-bladder or ducts, or of empyema of the 
gall-bladder, etc. 

The paroxysm being over and the patient himself again, 
and the conviction being established that the case is one 
of small concretions in the gall-bladder, one or more of 
which are known to have passed, I then put the patient on 
a proper diet, prohibiting all food rich in lime and mag- 
nesia, and especially peas, beans, lentils, etc. Many cereals 
may not be taken, because the gallstone is not composed of 
cholesterin alone, but also of lime and magnesia salts, which 
not only go to make up its bulk, but to increase its hard- 



Digiti 



zed by Google 



— 51 — 

ness. The patient must stop gorging himself with food, 
eating spare instead of square meals, be very moderate 
in the use of alcoholic beverages, keep his bowels extremely 
regular by the use of sulphate of magnesia or phosphate of 
soda or of a rhubarb and aloes pill, and drink twice daily 
half a pint of hot Carlsbad Schlossbrunnen (the imported 
water) before eating. If the imported water is not within 
his means he may take in its place an even teaspoonful of 
Carlsbad sprudel salts in half a pint of hot water. 

Hot Carlsbad alkaline waters have been used for many 
years by a large number of patients suffering from chole- 
lithiasis, and often with advantage. They do not dissolve 
gallstones, to be sure, neither can they help a man who 
has one or more calculi firmly lodged in the ducts or crowd- 
ing and tormenting his gall-bladder. Here we need a 
surgeon thoroughly competent to perform a relieving and 
saving operation upon our patient. But the Carlsbad cure, 
made abroad or followed out at home, has helped many 
medical cases, as I may be permitted to call them, of which 
I have personal knowledge, to pass numerous calculi during 
and immediately after the use of the waters. These waters 
do increase and facilitate the flow of bile, they are apt to 
relieve cholangitis, and they are efficient in removing 
catarrhal conditions of the gastro-intestinal tract, obesity, 
and the gouty diathesis, which are often associated with 
cholelithiasis. I know also of two cases in which chole- 
cystotomy was performed and many gallstones removed; 
yet some more stones made their presence felt three months 
after the operation and passed away during a subsequent 
Carlsbad cure. 

In the etiology of gallstone disease we find freqent dis- 
turbance of the abdominal circulation by pregnancy, rapidly 
developing obesity, chronic constipation, the infectious dis- 
eases (particularly typhoid), malarial fever, the gouty dia- 
thesis, etc., as important factors; and we also know that 
some of these disorders and the sequelae of all of them 
are greatly benefited by the alkaline sulphate of magnesia 
or sulphate of soda water, in conjunction with appropriate 
diet and a regular mode of living. To be sure, wise dis- 
crimination in the selection of cases is necessary. Cases 
may be sent abroad for treatment when there is a possi- 
bility of their being benefitted; but cases which belong to 
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the surgeon only should not be submitted to a Carlsbad 
or any other medical cure. 

Massage of the gall-bladder, in the interval, has also 
been recommended with a view to perhaps reducing some 
of the large stones to coarse detritus, I suppose, and driving 
others through the ducts. All I have to say to this sug- 
gestion is that a glance at the anatomy of the viscus and 
the ducts and their situations ought to suffice to stigmatize 
any such procedure as injudicious and fraught with mis- 
chief. 

Woman is particularly prone to gallstone disease, with its 
insidious and often doubtful signs, and we are wont to 
smile at so absurd a diagnosis as "gastralgia," as it was 
made in years gone by ; but the percentage of this affection 
for man must be put somewhat higher than we find it in 
the text-books. That is at least what my experience has 
taught me during the last ten years. 

Of chronic cases I have seen a considerable number in 
both sexes. They may be divided into several classes : 

(i) Ca^es of solitary or a few large calculi located in 
the gall-bladder, which is not enlarged, without icterus, but 
accompanied with chronic ailment, loss of health and vigor, 
and with approaching cachexia. In such cases it is very dif- 
ficult to arrive at a correct diagnosis, and medical treatment 
is of no avail. 

(2) Cases of rather large stones in the gall-bladder, 
one or more of which have been forced into the gradually 
enlarged cystic duct, but have not reached the common 
duct. Such cases are characterized by more or less dis- 
comfort at all times and by occasional suffering when the 
stones are crowding each other and pressing forward. Here 
again there is no icterus. Frequent examinations are re- 
quired, and the diagnosis becomes certain when beginning 
or permanent enlargement of the gall-bladder can be felt. 
As in the first class of cases, medical treatment can do no 
good. I have had two cases of the second variety, both 
in men, who had suffered for ten and twelve years respec- 
tively, and were out of health until cured by operation. In 
one instance three large stones were formed in the gall- 
bladder, and in the other fifteen or more rather large stones, 
some of which were in the gall-bladder and some in the 
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enlarged cystic duct. In both the recovery after the opera- 
tion was good and uneventful. 

(3) Cases of large calculus or calculi located in the 
common choledoch duct. In these icterus is always pres- 
ent, as well as great general disorder. I have had one 
particularly severe case in a married woman of 36. The 
trouble had commenced two years after an attack of typhoid 
fever, and the diagnosis was easy when all other possibil- 
ities had been excluded! Medical treatment was of no 
avail, and the surgical operation proved very difficult and 
protracted. It was successful at the second sitting, and 
recovery was perfect. 

(4) A case of hydrops vesicae felleae in a married woman, 
with little pain and only transient icterus of slight degree, 
but complicated with ren mobile. After prolonged Carls- 
bad cure and adjustment of the floating kidney by means 
of an abdominal supporter with renal pad, the tumor grad- 
ually disappeared. At the end of two years there has been 
no return of the trouble. 

(5) The variety of chronic gallstone disease (a class 
of cases which I designate as medical cases), in which 
there will never occur severe attacks or, at most, only 
moderate relapses after the first severe seizure. Cases of 
this kind, in my opinion, require careful supervision and 
chronic treatment. For them are to be prescribed the diet 
and use of alkaline waters previously mentioned, for four 
weeks at a time, at least twice in the course of the year. 
To this regimen may be added with advantage suitable 
hydrotherapy, either the Turkish bath or the alternate 
hot and cold douche for the vigorous, the dry warm pack- 
ing, followed by cool sponging or tepid rain douche for 
the weaker patients. 

I am by no means of the opinion that everything needful 
has been done after the surgeon has operated and the pa- 
tient made a good recovery. The gall-bladder, when not 
excised, is certainly not normal, nor is the bile under these 
circumstances the physiological liquid it ought to be. What 
holds good in the medical treatment for chronic cases with- 
out operation, as I have just recounted, will hold good also 
for the cases after operation, when they come back to the 
physician. 
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MEDICAL TREATMENT AND ITS LIMITATIONS. 

The discussion was continued by Dr. Herbert F. Wil- 
liams^ who read the following paper : The domain of med- 
ical treatment becomes circumscribed after the develop- 
ment of the true cholelithitic condition; that is, after the 
formation of calculi. While our subject for this evening 
would seem to confine us to the discussion of measures of 
medical relief for gallstones, the true and efficient field 
for medical therapeutics is that in which we seek to com- 
bat the various conditions which culminate in their forma- 
tion. In many cases where calculi become impacted in the 
common duct their final escape into the duodenum is ef- 
fected by bile pressure, contraction of the gall-bladder, and 
muscular contraction. The forced dilatation of the duct 
seems to prepare the individual for subsequent formations 
which will not create the disturbance of the initial attack; 
for, either as a result of treatment or from diminished 
resistance in the common duct, such patients will find in 
their stools calculi of considerable size, the transit of which 
has occasioned little if any pain. 

Of course, all measures of treatment are primarily di- 
rected to the removal of the concretions wherever located. 
Fortunately the increasing calibre of the branches of the 
hepatic duct, from the margin of the lobules, is a constant 
equation in preventing permanent arrest in the duct or the 
longer radicles. Still, permanent arrest may occur at any 
point and produce degeneration of hepatic tissue or ob- 
literation of the ducts involved. A considerable disturb- 
ance of this kind can exist without jaundice and, of course, 
without distention or alteration of the gall-bladder. Sooner 
or later concretions find their way into the latter, where 
they may remain undetected and perfectly innocuous, or 
accumulation or concentric enlargement, together with in- 
fection, through the common duct, may give rise to irrita- 
tion, ulceration and perforation. A^case of this character 
came under my care before the days of abdominal surgery. 
I made an eschar with caustic potash over the distended 
gall-bladder, which I had aspirated several times, after 
causing adhesions at the point of the eschar. I succeeded 
in removing several calculi through the opening in the ab- 
dominal wall. 
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What influences determine the calculi to offer at the 
mouth of the common duct and engage in it can be con- 
jectured, and when obstruction is not complete we can ac- 
complish something by hepatic stimulation, solvents and 
hepatic massage. Indeed, the most effective hepatic massage 
is the reflex and frequently violent vomiting concurrent 
with hepatic colic. The whole field is so extensive that I 
can but speak of one or two measures which I believe will 
assist in the expulsion of calculi; which expulsion, even 
if by surgical means, develops the opportunity for subse- 
quent medical treatment. Anodynes, whether given by 
mouth, inhalation, or hypodermically, not only relieve pain, 
but produce a relaxation of the walls of the duct, and in 
this way facilitate the removal of the obstructing mass. I 
speak of this more to mention the necessity of great care 
in the administration of anodynes. If happily the stone 
or stones pass into the duodenum the absence of the nervous 
stimulus of pain, together with the incident exhaustion, may 
develop alarming or fatal narcosis. It is presumed that 
this is well understood. Still, a case of this kind has come 
under my observation. 

One may have to endure many seizures of colic before 
the calculi may make their escape, but they change their 
relative positions, become tilted or rotated, and allow 
enough bile to escape to relieve the bladder distention. At 
this time the law of counter-irritation will apply, and a 
blister over the seat of obstruction will relieve the recent 
congestion, thus gaining a little in the lumen of the vessel. 
We can now gently stimulate the biliary secretion, and for 
this purpose I like to depend upon blue flag {iris versi- 
color). 1 think I am not mistaken in my conclusion that 
it has assisted in many cases. I will not occupy more time 
in speaking of the necessity of diet regulations and the ex- 
hibition of alkaline or other salts, among which sodium 
phosphate stands pre-eminent. 

THE INDICATIONS FOR SURGICAL INTERFER- 
ENCE. 
Dr. a. a. Berg, in speaking on this topic, said that as 
long as there is no febrile complication present surgical 
interference is rarely called for. When there is fever we 
know that a virulent organism has been introduced, setting 
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up a violent cholecystitis. When the acute condition sub- 
sides into a chronic one the bacteria remain, and, as a 
result, we are likely to have contracted gall-bladder, stric- 
tures of the ducts, hepatic abscess, peritoneal adhesions, 
etc. Usually these patients pass into a chronic septic con- 
dition, and if handed over to the surgeon make very poor 
subjects, sometimes collapsing on the table. The time for 
operation is not during a first attack, but in the succeeding 
interval, when the patient's vitality is still unimpaired. In 
early operations of a simple character, in the interval, the 
mortality is only 2 per cent., while in cases where the dis- 
ease is still acute it is about 15 per cent. We have, then, 
two general classes of cases of operation: (i) In the in- 
terval after a first attack of severe cholecystitis. These are 
operations of choice. (2) Compulsory operations which 
have to be undertaken under any circumstances. The pa- 
tients are generally in an exhausted condition, and the 
mortality is 50 per cent. 

''Gallstone Solvents/' — Dr. Robert T. Morris asked Dr. 
Berg why it was necessary to look for a circuitous route 
of infection of the gall-bladder by way of the portal sys- 
tem. It seemed to him that contact infection by simple 
extension along mucous surfaces through the bowel, up the 
common bile duct and through the cystic duct, would give 
a sufficient explanation for the presence of the colon bacillus 
in the gall-bladder. 

He was glad to have Dr. Thomson's explanation for the 
way in which olive oil was beneficial in gallstone cases. 
It made him have a different feeling toward physicians 
who give "gallstone solvents," on a theory that is quite 
Chinese in the genius of its conception. 

We often read of solvents being given by the mouth for 
the cure of gallstones, but there is abundant testimony to 
prove that all known gallstone solvents that are not injuri- 
ous to the mucous membrane would fail to dissolve gall- 
stones if they were present in pure form in the gall-bladder 
for days or for weeks. So many experiments have been 
made by competent authorities that it is too late in the 
century for us to expect to dissolve gallstones in the gall- 
bladder. 
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The idea that solvents will travel up the common bile 
duct against the peristalsis of the duct and against the de- 
scending contents is not in accordance with any law of 
gravitation or any law of diffusion. The idea that solvents 
can reach the gall-bladder from any direction by way of 
the portal system is opposed to our knowledge of the fate 
of chemicals subjected to the chemistry of digestion. 

We all know that olive oil is frequently very beneficial 
in relieving the symptoms in certain groups of gallstone 
cases, and Dr. Thomson's explanation is rational and scien- 
tific, but it would be an error to suppose that these patients 
are relieved of gallstones. They are merely relieved from 
symptoms. 

Cholelithiasis Infrequent hi Olive-Eating Countries. — 
Dr. Thomson^ in reply to a question by Dr. Achilles 
Rose as to whether cholelithiasis was not very infrequent 
among the inhabitants of Oriental countries who live very 
largely on ripe olives, said that his attention had never been 
called to this matter before, but he believed that such was 
the case. During the five years that he spent in the study 
of medicine in Syria he did not remember to have seen or 
heard of a single case of gallstone disease in the practice of 
his preceptor. In closing the discussion he referred to 
attacks of colicky pain, exactly resembling biliary colic, 
which are sometimes noted in cases of malaria. In making 
a diagnosis in such cases we have to rely on the periodicity 
of the attacks. 
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Stated Meeting, November ii, 1901. 

ON THE GENERAL ASPECTS OF CORNEAL 
ASTIGMATISM. 

Dr. H. Davison Saril read a paper with this title. By 
reason of its predominating influence on the causation of 
asthenopia, kindred neuralgias, and various sequelae, astig- 
matism, he said, merits early recognition and optical cor- 
rection. This defect is largely congenital and, as a factor 
in its perpetuation, heredity plays an important role. It 
is to a considerable extent aggravated by persistent ocular 
effort, but may be modified by existing reverse conditions. 
The amount of innocuous accommodation possible for the 
human eye to perform is a personal equation. The greater 
the optical error, as a rule, the less the physical inconveni- 
ence, but in direct ratio to this is to be found the diminu- 
tion of visual acuity. 

Astigmatism exists to a greater or lesser degree in all 
human eyes; the term physiological as applied to this con- 
dition is an arbitrary one. The annoyance caused by an 
uncorrected, or reversely, by a forcibly auto-corrected astig- 
matism, depends upon the occupation of the individual, as 
well as the power of personal resistance. The greatest 
burden falls upon those engaged in scholastic or clerical 
work, and is almost nil for the laborer. It is evident, there- 
fore, that one tnay be afflicted with headache, neuralgia, 
blepharitis ciliaris, singly or collectively, whereas another 
remains immune. 

The pupil is an important factor in regulating the con- 
figuration of the astigmatic pencil, and upon its size being 
favorable to the prevention of diflfusion circles depends 
much of the natural correction of ametropia in general. 
Hyperopes and hyperopic astigmatics in whom the pupils 
are naturally large and the ciliary muscles co-relatively 
adynamic are particularly prone to suffer from asthenopia, 
even when the optical error is mild and the ocular exertion 
slight.* 

* The writer has called attention to this circumstance in an essay 
entitled **0n the efficacy of non-operative treatment in certain 
varieties of Refractive Strabismus." New York Medical Journal, 
May 22, i8gy. 
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Astigmatism is a variable condition, manifesting itself 
thus more in regard to the quantity than the character of 
the refraction, however. This statement refers only in 
passing to the differences noticed during ophthalmometric 
measurements, due to lid pressure on the cornea; although 
these are of a temporary character, they form nevertheless 
the first step in the demonstration. 

The feature of greatest interest lies not so much in the 
quantitative or qualitative change in the refraction of a 
given meridian, as in the axial transition often seen. In 
these latter cases a principal meridian to within any de- 
gree of a quadrant presents the same or a similar degree of 
astigmatism as its congener. The resulting condition is 
that, from being with the rule in certain cases, it becomes 
against the rule, and in others oblique. All varieties of 
optical vagaries are possible under these circumstances. 
The cause is to be attributed to general abuse of the eyes, 
including poor illumination, attempted auto-correction of 
an optical error, reading in a recumbent position; or, on 
the other hand, looking downward at an approximate angle 
of 75 deg. when sitting up. Partial closure of the lids is 
a voluntary means frequently utilized by the patient for 
attempted correction of astigmatism. . This result is ob- 
tained mainly through thus forming a stenopaeic opening; 
the first unfavorable symptom complained of is referable 
to prolonged pressure on the sensitive cornea, and a sub- 
sequent one is due to the altered corneal curve. These and 
allied conditions are factors in the development of astigma- 
tism. 

When the astigmatism reaches 1.5 D. in childhood there 
is but rarely any marked deviation during many years to 
follow. As a rule, stability of refraction belongs to early 
middle age. As presbyopia develops, and particularly after 
it has been well established, the tendency of astigmatism 
with the rule (direct) to become against the rule (per- 
verse) is very marked. 

A few words are necessary in regard to the deformities 
of the posterior concave surface of the cornea and of the 
lens itself. The astigmatism produced by the former is 
generally ag. r., and on account of the small differences in 
the indices of refraction of the media is low in degree. 
During quiescence the principal meridians of the lens, of its 
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anterior as well as those of the posterior surface, differ 
slightly in refraction. The former is most generally w. r. 
and the latter ag. r. The slight dioptric variations pro- 
duced thereby in the two structures mentioned are of im- 
portance, practically, only in determining the subjective 
amount of astigmatism, as they exist most frequently in 
combination with an s^^eciable degree of anterior corneal 
malcurvature. They explain in the main the differences 
between ophthalmometric findings and glasses accepted. 

The reference made to the alteration in the lenticular 
curvature per se must not be confounded with the adaptive 
effort of selective accommodation producing a similar re- 
sult; this latter is one of the autogenous ways in which 
an astigmatic error may be partly or totally corrected. 

The subjective symptoms of astigmatism are those of 
asthenopia in general, which comprise principally neuralgic 
and cephalalgic elements. 

The detection of astigmatism is not difficult ; the incorrect 
reading of certain characters of the Snellen types due to 
their apparent distortion, as well as the patient's statement 
that the radii of the stellate figure do not appear uniform, 
are fairly pathognomonic. The retinoscope is particularly 
useful in rapidly determining the character, quantity and 
axis of a simple, compound or mixed astigmatism; and the 
Javal Ophthalmometer is of prime value clinically in the 
diagnosis of the corneal error, establishing the identity of 
the principal meridians at variance with marked accuracy, 
although less precise in determining their differences in 
refraction, i, e,, indicating the amount of astigmatism pres- 
ent. 

Dr. Saril's preference and practice is to regard astigma- 
tism symptomatically, and prescribe glasses accordingly. 
If the error be a cause of marked indistinctness of vision, 
or productive of regularly attendant asthenopia, the lenses 
should be worn constantly. Should there be inconvenience 
principally when studying, reading or using the eyes for 
near work with an approximately normal vision, glasses 
should be used only at such times. For intermediate cases 
careful judgment is required, and this should dictate the 
proper course to pursue. As to the strength of the lens to 
be prescribed, the cardinal rule should be to consult the 
patient's ocular comfort. 
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When a hyperope rejoices at the large size and dis- 
tinctness of the character read and a myope mentions them 
with similar feelings as being small but distinctly clear, 
there is a positive indication in both cases that the border- 
line of under-correction is being overstepped. A full cor- 
rection always hovers on the side of danger; the result is 
that the intended improvement proves as fatiguing as did 
the error uncorrected. The most desirable effect is obtained 
by slightly under-correcting the manifest error in hyperopic 
forms, and considerably more so in myopic ones. The 
future is sufficiently long to permit of strengthening a lens 
should it become necessary subsequently to do so. 

DISCUSSION. 

Dr. N. J. Hepburn said that there was a certain propor- 
tion of eyes which accepts no correction even under atropia. 
As to the inadvisability of correcting all the astigmatism 
in a given case, he did not quite agree with the reader of the 
paper. Personally he had been in the habit of correcting all 
the astigmatism that he could find. The patient, he found, 
was not comfortable until all the meridians were equalized. 
In regard to the axis of the astigmatism changing with the 
age of the patient, he did not think there was any doubt at all 
on this point. He differed from Dr. Saril in directing his 
astigmatic patients to wear their glasses all the time. 

Dr. S. F. Hallock said that if in a given case there was 
found a large amount of hyperopia or myopia with a 
small amount of astigmatism, he would begin by first cor- 
recting the hypertropia or myopia. If, on the other hand, 
there was a large amount of astigmatism and a small amount 
of hyperopia or myopia, he would correct the astigmatism 
first. One point that was new to him had been stated in 
the paper, namely, that a patient in looking downward 
when in a sitting posture is likely to increase his astigma- 
tism. He agreed with Dr. Hepburn that an astigmatic per- 
son ought to wear his glasses all the time. The only ex- 
ception that he made to this rule was when the patient was 
first beginning to wear glasses. Until he was accustomed 
to them they would be apt to give rise to a certain amount 
of discomfort. 

In closing the discussion Dr. Saril said that in certain 
exceptional cases it might be necessary for the patient to 
wear his glasses all the time, but, as he had stated in the 
paper, he did not think that as a rule this was advisable. 
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ENCYSTED EMPYEMA; WITH REPORT OF FOUR 
CASES RESULTING IN PERFORATION OF 
THE LUNG SUCCESSFULLY OPERATED 
UPON. 
This paper was read by Dr. J. Blake White. Acute 
empyema, which, he said, is much more common, especially 
in children, than generally supposed, is difficult to detect 
when there is only a moderate exudation, and is sometimes 
overlooked until constitutional conditions or lung perfora- 
tion result. This latter accident follows more frequently 
the encysted variety of empyema, a circumstance explained 
by the more confined character of the cavity and the more 
yielding nature of the long tissue constituting one wall of 
the abscess. Its existence is not so* readily recognized by 
dullness on percussion or absSnce of respiratory murmur 
as the books state, and an examination based on these evi- 
dences will often fail to discover it. Individuals of 
strumou3 diathesis are extremely liable to empyema after 
a more or less severe attack of pleurisy or pneumonia. It 
was at one time thought that evacuation of the pus through 
a bronchus promised recovery, or was the best result that 
could be looked for. We now know that this natural means 
of emptying a pus cavity is the worst thing to happen, for 
the reason that the matter diffuses itself through the inter- 
vening bronchial structure, infecting a large area of lung 
tissue, producing pus pockets in many places, and under- 
mining the constitution through septic absorption. He has 
seen some such cases terminating in hopeless consumption 
which, if the true condition had been recognized early, 
might have been cured by prompt surgical interference. 
Some of the older writers used to look upon empyema as 
a hopeless affection, on account of the belief that the pleura 
would not tolerate the surgical measures which we all now 
know can be safely undertaken. 

Dr. White gave a detailed report of three of his cases. 
The fourth, on account of its similarity to one of the others, 
was not recounted. Two of them, he said, served to illus- 
trate how readily an encysted abscess may occasion perfora- 
tion of the lung. In one case evidences of permanent 
pulmonary disease, with tubercle bacilli in the sputum, ulti- 
mately disappeared when drainage was established ex" 
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ternally. In this case the drainage-tube was retained for 
about nine months. Resection of the rib was done in two 
of the cases, but not in the others. In regard to this 
procedure he said that, while some believe it should be per- 
formed in every case of empyema operated upon, his experi- 
ence led him to regard it as unnecessary as a routine prac- 
tice. In the very young quite as satisfactory results are 
generally obtained without resection as with it. The main 
point is perfect drainage, and if this can be secured with- 
out resection is should be done. Such a result may be 
accomplished by using a rubber tube of sufficient caJibre 
and resistance to maintain drainage as long as required 
and to overcome the pressure upon it caused by granulation 
tissue. It is much more frequently necessary to resort to 
resection in adults than in the very young, because the ribs 
are less yielding than in children. Whether to resect 
or not must be determined by the special features of each 
individual case. Irrigations are to be deprecated except in 
rare instances. Their routine use is injudicious and some- 
times dangerous. This objection does riot apply to cases of 
gangrenous abscesses or to those of long continuance which 
are discharging pus. At the close of the paper Dr. White 
exhibited a modification of Beck's rib-shears devised by 
himself, which he said he had found very efficient. 

Dr. James K. Crook read a paper on 

THE EARLY DIAGNOSIS OF PLEURITIC 

EFFUSIONS. 

After an acute attack of chest disease, which may perhaps 
be mistaken for pneumonia, it is sometimes found that the 
patient fails to get well, remaining weak and short of 
breath. A re-examination of the chest shows that the dul- 
ness on percussion previously found is undiminished or 
even increased. A diagnosis of pleuro-pneumonia may pos- 
sibly then be made, and, the patient's real condition being 
unrecognized, the new indications for treatment are not 
put into operation. If the case is one of simple serous pleu- 
risy, with a small effusion, the latter may be absorbed in a 
short time ; but in most of these identified cases the patient 
remains weak and miserable, with shortness of breath, 
quick and labored respiration, and a short, dry cough. 



Digiti 



zed by Google 



— 65 — 

Sooner or later, a second practitioner is consulted, or the 
patient repairs to a hospital or dispensary. There, with the 
aid of the history and a careful examination, a proper diag- 
nosis is made, thoracentesis or pleurotomy is performed, 
and in many instances a good recovery ensues. 

Sometimes, however, the long-continued presence of fluid, 
especially pus, in the chest cavity has entailed such injury 
to the lung or the general system that the patient fails 
to respond to even the most skilful treatment, and dies be- 
cause his condition was not sooner recognized. These 
neglected cases, he thought, were not so frequent as in 
former years, but that such cases were still sometimes 
seen, even in well-to-do persons in private practice, was his 
reason for bringing the subject to the attention of the So- 
ciety. It is not always possible to distinguish between 
pneumonia and pleurisy. In some cases the symptoms and 
physical signs presented do not admit of a positive deci- 
sion early in the disease, and it occasionally happens that both 
pneumonia and pleurisy are present; while in other cases a 
pleuritic effusion follows as a sequel of pneumonia. The 
severity of the initial chill and the subsequent range of tem- 
perature are not always a safe guide ; the chill and the fol- 
lowing fever being sometimes quite as severe in empyema 
as in a sharp attack of pneumonia. As to distinguishing 
marks in adults, the presence of rusty or brick-dust sputa is 
one of the most constant and important evidences of real 
pulmonary inflammation, and its entire absence gfives a 
strong inference of pleuritic and not pulmonic trouble. 
Normally, we find 4 or 5 pulse-beats to one respiration, but 
if the respirations so increase that the ratio is 3 to i, 2 to i, 
or I to I, the case is probably one of pneumonia. 

The various changes occurring in the vocal fremitus and 
resonance and in the auscultatory phenomena, as described 
in the text-books, are usually valuable aids, but cases do 
occur in which they serve rather to mystify than to enlighten 
us. ^ CEgophony, when present, is a most suggestive sign of 
pleuritic effusion. A marked increase of the semi-circum- 
ference of the affected side may be taken as absolute evi- 
dence of fluid accumulation. The contrary, however, does 
not always hold good, as sometimes the fluid does not lead 
to an expansion of the chest, but makes room for itself by 
forcing the diaphragm down and by crowding the lung up- 
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ward and against the vertebral column. The sound linig, 
now doing most of the work, receives more air ; which fact 
may lead to an actual expansion of the unaffected side c f the 
chest. Again, retraction of the diseased pleura may result 
in a shrinkage in the measurements of the affected side. 
Displacements of the viscera, especially of the heart, is a 
sign of eflfusion of the highest value. If the accumulation is 
on the left side, the heart is carried over towards the ster- 
num, and the further it is so pushed the more significant of 
effusive pleurisy it becomes. If the lesion is on the right 
side, a larger effusion is required to displace the heart than 
if on the left, and when this occurs it will be found .hat the 
organ is raised as well as deflected to the left. At the same 
time the liver is borne down; in some instances as iovv as the 
umbilicus. 

In children the percussion note is seldom absolutely flat 
in pleuritic effusion, but may properly be designated as dull. 
Sometimes a transmitted tympanitic note resulting from 
gaseous distension of the bowels may be elicited over liquid 
accummulations in the chest. The sense of resistance of- 
fered to the percussing finger may be said to be as valuable 
a sign as the percussion note itself. Liquid opposes a much 
more unyielding front to a percussion stroke than does air, 
or even a consolidated lung, and the hard, solid sensation, 
attended by more or less pain to the finger receiving the 
percussion blow, is very significant. As to the shape of the 
upper line of percussion flatness in pleurisy with effusion, it 
should be borne in mind that this does not form an exact 
horizontal or hydrostatic level, but represents certain curves 
which will be found to appear with great constancy in ac- 
cordance with the amount of fluid present. In slight effu- 
sions — say from two to three inches in depth — the upper 
boundary of such flatness or dulness begins at the spinal 
column, passes outward for a short distance, and then 
curves downward; thus being convex in outline. In me- 
dium effusions, of from three to six inches, the line of dul- 
ness, beginning at the vertebral column, passes horizontally 
outward for perhaps two and a half inches, rises to the 
upper axilla, or even the shoulder, and then passes down- 
ward and forward to the anterior border of the pleural 
cavity; forming the letter S curve of Garland. In great 
effusions the liquid may rise completely to the summit of 
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the pleural cavity, the line of flatness being coterminous with 
the chest itself. In other cases of extreme effusion the 
upper line of the fluid may be found in front, just below the 
clavicle. In this situation the line extends gradually up- 
ward as it passes outward from the sternum, forming a 
curve with the concavity upward. 

It requires considerable care and time to determine these 
lines accurately, using a very light percussion stroke; but 
the pains taken is well rewarded by their detection. The 
upper line of medium effusions is most easily made out, and 
furnishes the most valuable evidence of any of these curves. 
If, with all these methods, we are still kept in doubt as to 
the nature of the case, we should not hesitate to employ the 
exploring needle. It is only by this means that we are able 
to determine positively whether an effusion be of a serous or 
a suppurative character, or to diagnose with certainty the 
presence of encysted accumulations. 

DISCUSSION. 

Resection of the Rib Should be Performed in All Cases, 
— Dr. Carl Beck said he was well aware of the great diffi- 
culty in making a diagnosis between abscess of the lung and 
encysted empyema. Thus, sometimes there is a large fibrin- 
ous clot surrounded by fluid. Fortunately, we now have a 
very efficient aid to diagnosis in the Rontgen rays. Dr. 
Beck then presented a very fine radiograph of the chest, and 
said he did not believe that abscess of the lung could be 
nrore clearly demonstrated than in this picture. There could 
be no question as to the advisability of incision, but this was 
not sufficient; and for more than fifteen years he had in- 
sisted on resection of the rib in all cases of empyema. If 
there were always simple empyema, incision alone might 
perhaps answer; but in over forty per cent, of the cases 
there are fibrinous clots present. By means of resection we 
can make a satisfactory exploration and a thorough evacua- 
tion. Dr. Beck stated that in his latest rib-shears the char- 
acter and length of the curve was very much the same as in 
the instrument shown by Dr. White. 

Many Cases in which there is Perforation from the Lung 
into the Pleura, — Dr. Egbert Le Fevre said that during 
the last few years he had come to entertain doubt as to the 
frequency with which empyema perforates the lung. In two 
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cases some time ago, in which death occurred rather sud- 
denly, he found at the autopsy that the perforation had taken 
place from the lung into the pleura, and not from the latter 
into the lung. Since then he had seen numerous similar in- 
stances in the morgue. These cases showed that from a 
bronchiectatic cavity we may readily have perforation into 
the pleura ; so that he was still in doubt as to the frequency 
with which a localized pleurisy results in perforation of the 
lung. As to simple empyema, he was doubtful whether it 
was possible for this condition to perforate the lung ; but if 
the empyema were localized, with adhesions, he could 
readily understand how such perforation might sometimes 
take place. 

The Effect of Pleuritic Effusion Up&fi the Thoracic 
Structures. — The most important result of pleuritic effu- 
sion, whether simple or suppurative, general or localized, is 
its effect upon the thoracic structures. The lung on the 
other side at once attempts to balance the deficiency on the 
affected one, and there is an early shifting of the heart. He 
had seen one case of tuberculous localized empyema in 
which suppuration continued for eighteen months in con- 
nection with an unresolved pneumonia. The autopsy 
showed that only when it had ruptured into the bronchus 
was there sufficient pressure to tear the lung. 

Former Mortality of Empyema, — Dr. Thomas E. Sat- 
TERTHWAiTE spokc as follows : The matter under discussiqn 
this evening has much practical value, and I realize that by 
improved methods we are gradually attaining more and 
more success. Empyema and pulmonary abscess, which for 
practical purposes cannot be disassociated, began to interest 
me as early as 1867, when I was an interne of the New York 
Hospital in a Surgical Division; for during my term of 
twenty months I had under my immediate supervision seven 
cases of perforation of the chest due to pistol shot wounds 
or stabs. It was the routine practice then to cleanse the ex- 
ternal wound, removing only spicula of bone or foreign mat- 
ter that was easily accessible to the thumb forceps. Then 
the wound was closed hermetically with collodion. No fur- 
ther effort was made, either in the direction of extracting 
any foreign body, or to liberate any fluid that formed in the 
chest. Under this method, if serous pleurisy followed, the 
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patient was treated by blistering and iodides, and in my 
three cases there was a prompt recovery; in the four sup- 
purative cases all died, with symptoms of profound sepsis. 

In one of these cases, perhaps in more, there was abscess 
of the lung. But so pronounced was the fatality of the 
suppurative cases that I endeavored to secure a suitable in- 
strument for getting rid of the pus, wherever it collected in 
undue quantity. Such an instrument was made for me by 
Dr. Allan McLane Hamilton, then a student of medicine, 
and a cut* of it was subsequently published; but the in- 
strument, certainly in my hands, was not put to a practical 
test, as the patient was moribund by the time it was ready 
for use. It was an improvement on Morrell Wyman's 
Evacuator, recommended and used by the late Henry U. 
Bowditch of Boston, whose recorded recovery results in 75 
cases was 29 cured, or about 38 per cent., which was a vast 
improvement over my results at that time. But the instru- 
ment made by Wyman was too small and the method was 
defective ; in the light of our modern knowledge, principally 
because it did not give ready vent to the pus. 

Subsequently I had many opportunities in military service 
of seeing the ill-results following thoracic fistulae from 
gun-shot wounds of the chest, and I became impressed with 
the idea that we were not sufficiently radical in our treat- 
ment of these cases. For a patient might recover from the 
acute injury to his pleura and lung, only to have his health 
undermined by the steady discharge from the fistulous 
opening. 

Advantage of Through Drainage. — Accordingly, I had in 
mind a new procedure, and I had my first opportunity to 
try it in 1897 in a case of empyema, where an incision had 
already been made in the second right space in the mam- 
mary line and where one-half of a pint of pus had been 
evacuated. Finding that the pus was retained after the in- 
cision, I introduced a bullet probe into the wound, and bend- 
ing the tip of it, pressed it against the fifth space in the same 
line, and cutting down on it with a bistoury, carried the 
point through. Then attaching to it a number of strands 
of ligature silk, I withdrew the probe, carried the ligature 
out through the first point of incision, and then tied the ends 

• See Med. Rec, Nov. 17, 1888. 
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together. By this means, the pus could not be retained, for 
it was expelled through both openings by the expanding 
lung, and the point of a syringe introduced into one opening 
permittted the fluid to escape by the other. The benefit of 
the operation was seen by the immediate fall of the tem- 
perature. However, there was pointing later in the mam- 
mary line over the free border of the ribs, and later ij4 
inches above the anterior-posterior spine, and incisions were 
necessary to evacuate the matter. But "through drainage" 
was not resorted to in these last incisions, because relief fol- 
lowed immediately after the operation. 

By the use of ligatures I hoped to avoid the charge of 
harsh usage that had been inveighed against the rubber tube. 
In about five months the patient had recovered, and eleven 
years later I showed him at one of our Society meetings. He 
was then measured and found to be straight ; both sides of 
the chest dilated evenly, and there was no appreciable diflfer- 
ence by measurement. This then was a case of encysted or 
chambered empyema and recalls Dupuytren's instance, 
where there were 63 fistulous openings. 

This operation I found afterwards was a modification of 
Chassaignac's "through drainage," advocated by him in 
1859, ^^^ recommended by Gosselin, Campbell de Morgan, 
and J. Clifford Allbutt, but discountenanced by Mr. Bryant, 
of London, and the late Dr. Gross, of Philadelphia, and 
others. Chassaignac's method consisted in introducing at 
the desired point a curved trocar needle about lyi feet long. 
This was carried through the pus cavity and out through 
a second intercostal space. Threading the eye of this needle 
with a stout ligature, he drew it backwards through the 
original opening, pulling after it a drainage tube. 

In my method I have used a copper probe flexible enough 
to bend to any degree, but stout enough to force its way, 
without bending, up to an intercostal space. My experience 
in the matter has not been large, but in four cases where I 
have practiced or recommended it, three have recovered. In 
the fourth case, seen in hospital practice in consultation with 
Dr. Seneca D. Powell, the child was 2>4 years old, reduced 
nearly to a skeleton, and deprived of mother's milk. And 
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yet he lived a month after the operation, and the cause of 
death is unknown to me. Two of my cases were acute 
empyemas in children; one was a case of pyo-pneumo- 
thorax; the third was a chronic thoracic fistula a year old, in 
an adult, indicating, I think, the applicability of my method 
to varying classes of cases. 

I accordingly believe that "through drainage" has an es- 
pecial field, though I am willing to admit that simple incision, 
and even simple aspiration, will sometimes cure. In the in- 
fant institutions of the city I have seen simple incision prac- 
ticed, and the results I have been told are good. However, 
there must from a surgical point of view be cases in which 
an incision and counter-opening are better. Nor do I deny 
that excision of one or more ribs may be good practice. 
And the fact that I have never seen such cases will be re- 
ferred by some surgeons to my limited experience. In my 
cases of "through drainage" I have practiced irrigation in- 
variably, and I am inclined to stand by the treatment, be- 
cause a fall of temperature and abatement of the septic 
symptoms followed the irrigation. 

I believe, however, that the location of the incision is a 
matter of small importance. One should make the incision 
as near as possible to the collection of matter, consistent with 
proper drainage of the cavity, and the incisions should be 
large enough to permit the septic matter to escape freely. 
Nor do I regard perforation of the lung, whether by the 
diseased process or accidentally by the operator, as a serious 
matter. In my experience patients are apt to recover in 
either case. But the heart, liver, and spleen should be sedu- 
lously avoided. An early operation is very desirable if we 
want to avoid permanent damage to the lung, which surely 
ensues in chronic empyema, and, if it collapses, there follows 
a falling in of the chest wall, overriding of the ribs, droop of 
the corresponding shoulder and lateral curvature, a condi- 
tion for which as yet we have no adequate remedy. In ex- 
ceptional instances I am willing to believe that excision of 
one or more ribs is necessary, but my experience does not 
justify me in advocating this measure except from a theo- 
retical point of view. In my judgment the milder methods 
already alluded to are in most cases satisfactory. 
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Empyema, Unoperated Upon, Not Always Disastrous in 
its Results. — ^Dr. R. E. Van Giesen said that while this 
disease in the majority of cases might cause the disastrous 
effects alluded to by Dr. White, there were exceptions to 
this. He had himself met with one or two of these, and one 
of them was in a child of ten years. An exploratory incision 
revealed the presence of pus, and he advised an operation 
on the following day ; but about one hour before the time set 
for this she began expectorating pus very freely. She then 
made a perfect recovery without any surgical interference. 
He agreed with Dr. Satterthwaite that a free incision and, if 
necessary, a counter-opening, were sufficient to cause a cure 
in the larger number of instances. In his own cases he had 
never found it necessary to make a resection of the rib. In 
the case of a girl seven years old he had intended to make 
an incision in the usual place, but he found evidences of 
pointing on the right side, about two inches below the sterno- 
clavicular articulation, and made the incision there. A few 
days later a counter-opening was made. The discharge 
from this continued for two years, but during this time she 
was constantly improving in health and gaining in weight. 
In fact, the opening did not entirely close for five years, but 
the patient is now perfectly well. 

Measures for Avoiding Resection. — Dr. Robert T. Mor- 
ris said he would like to ask Dr. White whether he had ever 
used Murphy's method of injecting nitrogen for the purpose 
of absorbing the point of adhesion. By this means we can 
avoid extensive rib resection. Phelps' valve also enables us 
to avoid resection. It consists of a tracheotomy tube, with a 
rubber dam. It should not be used when there are new ad- 
hesions, however, as it may then cause tearing of the lung. 
As to the extensive fibrinous lymph-masses referred to by 
Dr. Beck, these can be liquefied in about three hours by 
means of pepsin introduced through a small incision. But 
while extreme rib resection may be avoided by such measures 
as these, the operation is sometimes absolutely called for. 

Dr. White said that he had often observed evidences of 
apprehension on the part of the patient when touching the 
affected side. As to irrigation, he said that a pretty wide 
experience and observation had convinced him that it ought 
not to be practiced unless there was some special and posi- 
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tive reason for it. In one case, seen in consultation, in which 
he had advised against it, the attending physician saw fit to 
use irrigation and, as a result, a metastatic abscess of the 
right shoulder, which discharged a quart of pus, was caused. 
As to Dr. Le Fevre's remarks, in his first case the perfora- 
tion might perhaps have been from the lung into the pleura, 
but in his third case the perforation was clearly from below 
upward. He had had no experience with Murphy's nitro- 
gen method. Neither had he employed Phelps' valve, but he 
thought that the rubber tissue which he employed perhaps 
acted in somewhat the same way. 
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Stated Meeting, December p, ipoi. 



A NEW CESOPHAGOSCOPE. 

Dr. Max Einhorn presented a new oesophagoscope with 
the following remarks :* 

OEsophagoscopy in the diseases of the cESOphagus and 
cardia has gained an important place in the last few years. 
All the literature of importance on this subject will be found 
in an article published by me in the year 1897 regarding the 
inspection of the oesophagus and cardia. Later, some im- 
portant papers on oesophagoscopy appeared by von Hacker 
and Rosenheim. Von Hacker's epoch-making labors show 
plainest the high and practical value of this method of ex- 
amination, which not only facilitates the diagnosis of many 
of the diseases of the oesophagus, but frequently exerts a 
direct influence upon their treatment. 

In the instruments used up to now for oesophagoscopy 
(Mikulicz, Rosenheim, Kelling) the sources of the illumina- 
tion is outside of the oesophageal tube. As a rule, the panel- 
ectroscope is employed for this purpose — an instrument that 
throws concentrated light through the whole tube, thus illu- 
minating the lowest spot that is to be inspected. It is evi- 
dent that inspection would be easier if the lamp were placed 
at the lower end of the tube near the area to be examined, 
since a better illumination could in this way be secured. 

Formerly, the construction of such an apparatus could not 
be accomplished, as after a while much heat was involved by 
the electric lamps, thus threatening burning of the tissues. 
More recently the Electro-Surgical Instrument Company of 
Rochester, N. Y., has succeeded in manufacturing so-called 
cold electric lamps. They generate very little heat indeed, 



Reprinted from the Medical Record, Jan. 25, 1902. Copyright, William 
Wood and Company. 
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and can be held from one to two minutes, and even longer, 
between the fingers or in the mouth, without interruption of 
current and without generating any considerable heat.* 

Since a short time the above principle and these lamps 
have been used for urethroscopy and proctoscopy. I have 
constructed a similar instrument for the oesophagus. 

The oesophagoscope, constructed for me by the firm men- 
tioned above, consists, as the accompanying drawing (Fig. 
i) will illustrate, of a round, hollow metal tube (A), having 
on one side a small longitudinal groove (B), which is sep- 
arated by a thin wall from the lumen of the tube. Two iso- 
lated electric wires attached to a carrier (Ft) run through 
the groove (B). At their end a small lamp (G) is attached 
and placed a little above the end opening of tube (A), being, 
however, not inclosed by the thin metal sheet that covers the 
wires. To the tube is attached a handle (C), a plug (D), 
and an obturator (E). Before introducing the instrument 
the obturator must be in place, and is held there firmly by 
means of the plug (D). After the introduction of the in- 
strument, this plug is removed and the obturator withdrawn. 
The wires are connected with an electric battery, and every- 
thing is now ready for inspection. The handle (C) facili- 
tates the use of the instrument. 

As already mentioned in my former paper, I usually prac- 
tise oesophagoscopy in the sitting posture without any anaes- 
thetic (cocaine spray, etc.). The precedure is not a difficult 
one, and is done as follows : 

Method, — ^The patient sits on a chair which has a back. 
The instrument (with obturator inserted) is immersed in 
warm water, and, while depressing the tongue with the left 
index finger, is held in the right hand like a pen and intro- 
duced into the mouth and pharynx of the patient. The latter 
is now directed to throw his head backward and the instru- 

* I am now using these lamps of 6 to 8 candle-power for my gastro- 

diaphane. 
t The carrier can be easily removed with the lamp, thus facilitating 

thorough cleansing and sterilization of the instrument and any 

necessary renewal of lamp. 
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Figure i. 



The CEsophagoscope; lower part 
partially removed to show its con- 
struction, (yi natural size.) 

A — Hollow metal tube. 

B— Longitudinal groove. 

C— Handle. 

D— Plug. 

E— Obturator. 

F — Carrier, with wires. 

G — Lamp. 
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ment is then pushed down into the oesophagus without exert- 
ing any force. 

The accompanying drawing (Fig. 2) shows the position 
of the patient after the introduction of the instrument. 



Fig. 2. 

Showing patient with oesophagoscope 

inserted ready for inspection. 

Attention must be paid that the lips of the patient are not 
pressed by the instrument. The obturator is now removed, 
the connection made, an inspection may then take place by 
looking into the tube. At the end of this, the mucous mem- 
brane of the oesophagus is plainly visible. If the instrument 
is slowly withdrawn while looking into it, the whole wall of 
the oesophagus may thus be inspected. 
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I have had the oesophagoscope made in two different 
lengths (35 and 40 cm.) and thicknesses (i and 1J/2 cm.), 
which will fulfill various indications. The thicker instru- 
ment will be used more especially in the local application of 
medicaments, or for the removal of foreign bodies, whereas 
we would ordinarily get along with the more slender in- 
strument. 

This new oesophagoscope has proved to be of great value, 
and I do not hesitate to recommend it warmly. 



DISCUSSION ON THE PRESENT TREATMENT OF 
CARDIAC AFFECTIONS. 

The discussion was opened by Dr. Thomas E. Satter- 
THWAiTE. The variety and stage of a disease, he said, had 
to be considered in its treatment. While this proposition 
might be regarded as a truism in the abstract, in the con- 
crete, that is, in actual practice, its force was not fully appre- 
ciated. In speaking of the prophylaxis of endocarditis, he 
stated that in his own experience he felt certain that when- 
ever he had been able to contend effectively against the pri- 
mary disease on which it depended, he had usually been suc- 
cessful in warding off the endocarditis. When endocarditis 
has supervened, if the cause happens to be lithaemia, the sali- 
cylates or other rheumatic remedies are still appropriate, to- 
gether with rest in a supine position, cooling applications or 
counter-irritation, and opiates, if necessary. In acute en- 
docarditis he would not recommend Caton's plan of giving 
mercurials or iodides. Until quite recently he had been 
skeptical as to the cure of malignant endocarditis under any 
circumstances; but successful cases had been reported, and 
the use of such intestinal antiseptics as sulpho-carbolate of 
sodium, inunctions of colloidal silver by the Crede method, 
and, possibly, injections of streptococcus serum, offered hope 
when otherwise the prognosis v^as almost hopeless. 

In the treatment of the first stage of valvular diseases — 
lasting until the establishment of compensation — an effort 
should be made, after the febrile period is passed, to arrest 
the constitutional disorder, remembering that it tends to 
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chronic pulmonary, hepatic or renal implication. The most 
careful regimen and suitable hygienic conditions are here of 
the utmost importance. Little medication is required, but 
monobromate of camphor (in two grain doses) or tincture 
of aconite (in two minim doses), will prove of service when 
palpitation occurs; while glonoin (in i-ioo grain doses) will 
usually be all sufficient in threatened heart failure. When 
the patient has reached the second or stationary period, and 
satisfactory compensation has been established, he needs 
no treatment, though advice is still useful. When compensa- 
tion fails, however, prompt treatment is important, if life is 
to be saved. Venesection, hydrogogues and opiates are to be 
carefully avoided, and the modem treatment by baths and 
exercises not only enables us to dispense with these, but also 
with those drugs that are improperly used to stimulate the 
heart. Exercises and carbonated baths can be successfully 
utilized by any physician in any part of the country, if he 
will faithfully follow the rules that have been laid down so 
fully in the medical journals. In addition to the active an<f 
passive movements prescribed, the patient should be in- 
structed to walk daily in the open air, but never to hurry. 
In fact, no form of physical strain is allowed, while mental 
strain is also interdicted, and attacks of acute indigestion are 
to be avoided with special care. As to contra-indications to 
the use of baths and exercises, patients with parenchymatous 
nephritis, arterio-sclerosis, where apoplexy is threatened, 
and diabetics when the amount of sugar is large, are not 
likely to be benefitted, and are not proper subjects for the 
treatment. 

In the subacute dilatation of neurotic or ansemic young 
people, where baths and exercises are not available, nutrients 
like malt, iron, quinine, and the alkaloids of nux vomica 
may check the dilatation and restore the heart's tone. In 
general, strychnia or brucia, in 1-60 to 1-30 grain doses, 
are good nerve tonics, but, as they contract both heart and 
arterioles, are undesirable for continuous use. Lately Dr. 
Satterthwaite has been using the tincture of the hawthorn 
berry in the fatty heart as a substitute for strychnia. The 
cactus or night-blooming cereus is also a serviceable nerve 
tonic, and suprarenal extract, somewhat similar in action, is 
a prompt and energetic agent. As cardiac sedatives, bro- 
mide of zinc, valerian and aconite are useful. Aconite is o^ 
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special service in cases where digitalis and drugs of its class 
have been used to excess. In the mildly neurotic heart mono- 
bromate of camphor is efficient, and belladonna is helpful in 
mild anginoid attacks and arrhymnia. In severe attacks of 
dyspnoea Dr. Satterthwaite has found nitroglycerin the 
most reliable agent. In fact, he now always uses the nitrites 
for cyanosis or dyspnoea, in place of digitalis. They operate 
in less than two minutes and their effects continue for nearly 
an hour. In continued dyspnoea the inhalation of oxygen 
gas is of great assistance. For sudden and violent attacks 
he gives capsules containing nitro-glycerin, amyl nitrite, 
menthol and oleo-resin of capsicum suspended in castor oil. 

All forms of opiates and other similar drugs are to be 
avoided, as a rule, but if a hypnotic is absolutely essential 
paraldehyde or trional is to be preferred. If a patient who is 
unfortunate enough to have taken these drugs will substi- 
tute for them a course of baths and exercises, the result will 
be a revelation, because it will be found at once that such 
agents can be dispensed with. 

Laxatives are essential in the treatment of chronic heart 
diseases, and they should be carried to the point of producing 
at least two liquid or semi-solid movements a day. In ar- 
terio-sclerosis the iodides are indipensable, and in the syphi- 
litic form the bichloride of mercury is equally essential. 
Satisfactory treatment is almost always incomplete without 
some medication directed to the gastro-intestinal tract, and 
here is a field for the whole range of digestives and anti- 
fermentatives. In case of over-weight, great help is obtained 
from a strict dietary. As a rule. Dr. Satterthwaite uses 
digitalis only when special complications arise. It is chiefly 
desirable for its diuretic effects, but it is slow, requiring 
some hours before the physiological action is obtained; so 
that we cannot depend upon it in an emergency. The more 
he saw of heart disease, he said, the more he was convinced 
that digitalis is not only of uncertain composition, but un- 
reliable, and therefore a dangerous remedy, especially so far 
as its direct action is concerned. It may produce spasms of 
both heart and bowels. In fatty hearts it is particularly dan- 
gerous, and even in urinary suppression, in our attempts to 
get its diuretic effect, we may cause fatal cardiac contrac- 
tion. Having referred to strophanthus, convallaria, adonis, 
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caffeine, sparteine and apocynum, he said, in conclusion, that 
he had tried to make it appear that in modern medicine 
milder methods are replacing the older ones, and in particu- 
lar that the idea of. absolute rest is now superseded by rest 
alternating with activity ; venesection has been supplanted by 
restoration of the capillary circulation, namely by resistant 
exercises and carbonate baths; hydrogogue cathartics are 
generally replaced by stomachics, mild laxatives, and diuret- 
ics, and heart stimulants by general nerve tonics or seda- 
tives ; while drugs of the digitalis group are being gradually 
abandoned except in particular instances. 

Endocarditis and Its Treatment. — Dr. Leonard Weber 
spoke on this topic. In the early years of his practice, he said, 
he believed, as he had been taught, that endocarditis compli- 
cating acute febrile affections, was almost always followed 
by chronic valvufar disease. But as his experience extended 
he observed that in some of the cases the patients made a 
complete recovery, the affected valves returning to their 
normal condition. When he had seen two or three cases of 
this kind, it occurred to him that means might perhaps be 
found to arrest the progress of endocarditis, and assist na- 
ture to effect a cure by the gradual absorption of the in- 
flammatory materials. When a cusp is affected by benign 
endocarditis complete absorption of the effused materials 
may occur, but if necrosis of a part takes place, the valve is 
permanently damaged. So, too, when calcareous deposits 
result. It is very desirable, therefore, that something should 
be done for the patient before there occurs an amount of con- 
nective tissue formation that permanent results will almost 
inevitably follow. 

How, then, shall we imitate nature in effecting a cure? 
In the first place, there should be absolute rest in the re- 
cumbent posture for at least three weeks. Secondly, the 
continued application of ice, day and night, for three weeks 
or more. Formerly he had employed counter-irritation by 
means of blisters, but for the past ten years had used ice in- 
stead. This is best applied in a tin box curved to fit the sur- 
face of the chest. The cold is very useful also in allaying 
pain and restlessness. It diminishes cardiac action and ren- 
ders drugs to a great extent unnecessary. A small dose of 
morphia (i-8 or i-6 grain) is the ideal remedy, when re- 
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quired. As to the use of blisters, Caton claims that their 
action is not a matter of counter-irritation, but that they 
directly stimulate the trophic nerves of the part. In the third 
place, in the fourth week small doses of the iodides should 
be commenced. Sodium iodide is preferable, and from 3 
to 7^ grains may be given three times a day, beginning with 
the smaller dose. He believes that he has seen good results 
follow this plan of treatment. 

It is important that the diagnosis of endocarditis should 
be made as early as possible. The first evidence of its oc- 
currence (from two to five days before there is any mur- 
mur) is a change in the clear, sharp ring of the heart sounds, 
which are noticed to be a little softer and rougher than usual. 
When this change is detected endocarditis may be diagnosed 
and the treatment indicated should be at once entered upon. 
The mistake is frequently made of discharging a rheumatic 
fever patient too soon. By keeping the patient quiet and 
continuing the use of the salicylates acute endocarditis may 
often be prevented. 

The Right and Wrong Use of Digitalis, Based on Cardiac 
Pathology, — Dr. William H. Porter read a paper on this 
subject. If we are to understand thoroughly the action of a 
drug, he said, we must first clearly comprehend the patho- 
logical process that we are attempting to assist Nature to 
modify. This is especially true in connection with the heart 
and the therapeutic management of this organ when the seat 
of disease. We have too often lost sight of the physiology 
and pathology of this important organ in the application of 
our therapeutic remedies. We have too often regarded the 
heart purely as a mechanical pump and have thus lost sight 
of the most important factor, the law governing its nutrition. 
This law of nutrition, which it is always well to keep clearly 
in mind in connection with the treatment of all pathological 
process, is that nutritive interchange between the constitu- 
ents of the blood and the protoplasm outside the blood-ves- 
sels occurs only during the passage of the blood through the 
arterial capillaries. When the arterioles are highly con- 
tracted the arterial capillaries are also in a state of high ten- 
sion ; the blood is driven rapidly over into the intermediate 
and venous capillaries, where nutritive interchange ceases, 
and little or no time occurs for nutritive interchange in the 
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arterial capillaries; hence death local or general speedily 
ensues. When the arterioles are moderately expanded the 
arterial capillaries are in a state of physiological low tension 
and nutritive interchange between the blood-stream and the 
surrounding structures is at the maximum physiological 
point. By a rise and fall in the tension and an increase or 
decrease in the speed of the blood through these arterial cap- 
illaries, the nutrition is augmented and depressed in accord 
with the natural demands upon the protoplasmic elements 
outside the blood-vessels. Augment the tension beyond a 
certain point and nutrition will fall below the physiological 
standard ; atrophy and death will follow if this high tension 
be unduly prolonged. Depress the tension and speed of the 
blood slightly below the physiological limit and we have 
hypemutrition. If the augmented nutrition is distributed 
chiefly to the higher cells, as the muscle — for instance 
in the heart — we have hypertrophy ; if to the lower cells or 
the connective tissue binding the higher cells together we 
have a sclerotic condition or that which has been erroneously 
termed interstitial inflammation, for both are non-inflammat- 
ory processes. If on the other hand the tension is still further 
reduced, a condition of partial stasis occurs and this in turn 
will arrest nutritive interchange. Thus we find that too high 
and too low tension in the arterioles and arterial capillaries 
will arrest nutritive interchange. Between these two ex- 
tremes we have slightly augmented and depressed tension, 
the former causing atrophy and the latter multiplication of 
the proteid constituents outside the blood-stream or hyper- 
trophy. Between these two intermediate points there is the 
normal rise and fall in the tension and speed of the blood, 
which when not exceeded gives the normal physiological 
state and the tissues or organs remain normal. 

With this brief review of the vascular law governing nu- 
trition we can better understand the pathology of the heart 
and the action of therapeutic agents and especially the right 
and wrong use of that often misused drug, digitalis. 

Let us begin our consideration of the pathology of the 
heart by a study of that lesion commonly but inappropriately 
called myocarditis. This term, like many others terminating 
in "itis," is made to cover a multiplicity of conditions in 
which none of the true and typical phenomena of inflamma- 
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tion is present, hence the misuse of the term myocarditis. 
Because a term is improperly used is no ground for its dis- 
placement from our nomenclature. On the other hand, it 
should be retained, but restricted in its meaning to one con-, 
dition, which is that in which the true phenomena of in- 
flammation is present. Myocarditis should be limited to that 
condition in which, by some extrinsic or intrinsic cause, an 
injury is brought to bear upon the capillary vessels in the 
muscular substance of the heart — ^an injury which is suffi- 
ciently great to destroy the normal functional activity of 
these vessels. Following such injury there is a temporary 
spasmodic contraction of the vessels, which is followed by 
progressive dilatation with partial or complete stasir, a 
migration of the white blood-cells from the lumen of the 
blood-vessels into the perivascular spaces, and an exudation 
of all the constituents of the blood into these same extra- 
vascular spaces. When*all these changes occur, then we 
have a condition deserving the name myocarditis, and it is 
only in such instances that the term should be used. Such a 
condition may be brought about by an extension of an in- 
flammatory process which originated, for instance, in the 
pericardium. In fact, with every active pericarditis there is 
a moderate involvement by the same inflammatory process 
of the muscular structures directly underneath. If this ex- 
tension be at all great, death speedily ensues. The muscular 
tissue of the heart is occasionally the seat of a true inflam- 
mation in connection with a pyemic or septicemic condition. 
In the former instance, multiple abscess may be found in the 
heart substance. True inflammation of the heart, no matter 
how caused, is exceedingly rare, and ends, in a few days, 
by death of the patient so afflicted. 

When we come to the consideration of hypemutritive con- 
ditions, and retrograde changes in the muscle fibres, then an 
entirely different problem confronts us. These are changes 
that should never be classed under the term inflammation. 
To understand these retrograde processes clearly, we must 
have an accurate conception of the normal nutritive activity, 
not only of the heart muscle, but of all muscular tissue. All 
protoplasmic nutritive activity consists in an isomeric trans- 
mutation of the proteid molecules with an increasing or de- 
creasing multiplication of these molecules in the substance 
of the various tissues of the body. If there is a mechanical 
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multiplication of the proteid molecules in a muscle fibre, for 
instance, we have the plus side of physiological activity, as 
Virchow has expressed it, to deal with. On the other hand, 
if there is a progressive decrease in their number we have 
the minus side. This absorption from the blood into the 
muscle fibre, with an isomeric change in the molecules and 
their discharge from the muscle substance into the lymph- 
stream, is unquestionably the chemical phenomenon that con- 
stitutes our muscular contraction. If for any reason the 
proteid molecules be taken up into the muscle more rapidly 
than they are isomerically transformed and discharged there- 
from, and provided this process is not carried too far, we 
have the condition known as the plus side or physiological 
hypertrophy. On the other hand, if the proteid molecules be 
discharged from the muscle fibres more rapidly than they 
are introduced, we have the minus side of physiological ac- 
tivity, or the condition sometimes called physiological 
atrophy. Carry either one of these phenomena beyond u cer- 
tain limit, and the process becomes a pathological one. 

By this same law of isomeric transformation, with nn in- 
creasing or decreasing number of proteid molecules in the 
muscle fibres, we can easily appreciate how the muscle may 
be changed from its normal integrity to one having a mucoid, 
hyaline or granular consistence until, finally, it becomes 
absolutely pathological in its isomeric or chemical composi- 
tion. Prior to this pathological change, the proteid ele- 
ments contained in the muscle fibres resist the absorption 
of oxygen from the blood into their substance, and hence 
oxidation reduction of the proteid molecules in the muscle 
substance never occurs normally, the change in the proteid 
elements forming the muscle structures being confined ab- 
solutely to that of isomeric transformation. When for any 
reason the isomerism deviates from the normal and causes 
the proteid elements within the muscle to assume a patho- 
logical condition, then their chemical state is changed until 
its resembles that of the protoplasmic masses in which oxi- 
dation reduction is known to take place normally, as, for 
instance, in the hepatic and renal cells. This pathological 
condition having been reached by the law of vicarious action, 
oxygen is drawn into the substance of the muscle fibre 
and then directly attacks the abnormal proteid molecules in 
the muscles, causing them to undergo oxidation reduction. 
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In some instances the oxidation results in the formation of 
pigment matter, which is produced directly from the split- 
ting up of the proteid molecules in a manner similar to the 
formation of bilirubin and biliverdin in the liver by the oxi- 
dation of the proteid molecules in the hepatic cells. In other 
instances it is attended with the formation of fat molecules 
as a product of this imperfect and vicarious oxidation of the 
proteid molecule in the heart muscle. The peculiar granular 
changes sometimes observed in the heart muscle may be due 
to one of two changes: irregular isomeric transformation 
of the proteid molecules with an increasing or de- 
creasing number of molecules, but without oxidation; or 
it may be due to this vicarious oxidation with the formation 
of oxidation reduction products, which may be colored pig- 
ment particles or minute fat molecules. In the former 
instance, there may be a complete and rapid restoration of 
the muscle fibres to their normal condition; in the latter, 
it is doubtful if complete restoration can ever be brought 
about. It certainly cannot if the fatty degeneration be at all 
extensive, thus impairing greatly the nutritive integrity o^ 
the proteid structures. With a decrease in the number of 
the proteid molecules or an oxidation reduction of the 
proteid elements, there is a decrease in the volumetric 
space occupied by the muscle ; this allows a larger volume of 
blood to flow in between the muscle fibres than normally 
occurs. This will cause a plus nutritive activity of the 
simple connective tissue cells between the muscle fibres. 
When this occurs there is an increase in the cells and fibres 
that constitute the connective tissue between the muscle 
fibres, and that condition is produced which is inaccurately 
called a chronic interstitial inflammation of the heart, or 
chronic myocarditis. Strictly speaking, it is a chronic scle- 
rosis of the heart, and in no sense an inflammatory process. 
It is the result of the battle constantly going on in the 
animal economy between the higher or noble cells and the 
lower or ignoble cells, which is most accurately described as 
follows by Metschnikoflf, in his admirable article entitled 
"What Is Old Age?" (St. Petersb. Novisti), 

According to Metschnikoflf, "Every organ of our body is 
composed of two kinds of cells — common, and, as it were, 
noble cells. The noble cells determine the peculiar functions 
of the organs The common cells do not diflFer 
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from one another, they are identical in all the organs, and 
their only function is to connect and hold together the noble 
cells. Between these two kinds of cells there goes on an 
incessant struggle. The noble cells are stronger, and for a 
long time they prevail, i. e., they successfully resist. But 
eventually the struggle exhausts them, and the preponder- 
ance passes to the common cells. This signalizes the be- 
ginning of old age. The noble cells are crowded more and 
more, the common ones growing in size at their expense and 
interfering with the functions of the organ. Hence the 
abnormal diseased appearance of the organs, and the in- 
creasing difficulties in the way of living. Ultimately the 
performance of the functions becomes entirely impossible, 
and we have death." 

MetschnikofF gives the term macrophagi to the connective 
tissue cells, while the noble cells— epithelia and leucocytes — 
he calls microphagi. 

This is but a modification of the theory in reference to 
histological changes in Bright's disease advanced by Weigert 
in 1879, and accepted by Cohnheim and C. Wagner, which 
is to the effect that connective-tissue proliferation is, in 
most cases, secondary to and excited by destruction (degen- 
eration) of the renal epithelial elements. 

When we are dealing with the heart, the muscle fibres 
represent the noble or special functionating cells, while those 
constituting the intermuscular structures represent the ig- 
noble or connecting cells. 

When we have an overfilling of the muscle fibres with 
proteid molecules (cloudy swelling) as the primary change, 
the intermuscular structures are abnormally compressed and 
their nutritive supply is decreased. This causes a minus 
nutritive condition of the structures between the muscles 
and an atrophic condition of the intermuscular planes. This 
is the condition of the overtrained athlete's heart. Hence 
the frequent and sudden deaths so often witnessed in this 
class of cases, when the overnourished muscle fibres which 
are associated with an atrophied state of the intermuscular 
planes begin to undergo retrograde changes. 

In Dr. Porter's opinion, it is these chemico-pathological 
changes in the muscle fibres, with an impairment in the nutri- 
tive activity of the nerves distributed to the heart, that cause 
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the painful symptoms so commonly known under the name 
angina pectoris, all of which may occur without any macro- 
scopical changes in the coronary arteries, and probably do 
occur in the majority of instances without marked lesions 
in these arteries. The statistics given by Dr. Satterthwaite* 
show that so far as necropsy findings are recorded a ma- 
jority of the cases of angina pectoris do not have percep- 
tible lesions of the coronary arteries alone. The two con- 
ditions may be found together, but the one is not necessarily 
dependent upon the other. 

Another question is as to whether hypertrophy of the 
heart precedes or ioUows arteriosclerosis. It seemed to him 
that this question could be answered in only one way : hyper- 
trophy of the heart must always follow and never precede 
or act as an etiological factor in producing arteriosclerosis. 
The vascular tension may be augmented or depressed as the 
result of an intestinal putrefactive fermentation with a toxic 
infection of the system. The toxic products may be of such 
a nature that they will stimulate the primary vasomotor 
centers in the medulla and cause a general high tension; 
or, on the other hand, they will depress the nerve centers 
and cause low tension. If the former condition is prolonged 
for any length of time, together with active muscular exer- 
cise, there may be a plus nutritive activity in the heart to 
overcome the arterial resistance. If this condition should 
continue for any length of time, which is highly improbable, 
then a hypertrophy of the heart, so called, might appear, 
to the casual observer, to precede a sclerosed condition of 
the vessels ; still the hypertrophy of the heart in this instance 
has resulted from the high tension of the vessels, and does 
not act as the etiological factor in producing arteriosclerosis. 
What more frequently occurs is a depression of the medul- 
lary centers, and in consequence thereof a dilatation of the 
capillary vessels distributed to the vascular walls is pro- 
duced. This in turn is followed by an augmented nutritive 
activity both in the muscular or noble cell structures and in 
the connecting tissue or ignoble cells. As a result of the 
continuance of this augmented nutritive activity, both in the 
noble and the ignoble cells constituting the vascular struc- 

* Tacchi, Gax. Med. di Roma, 1890, vol. xvi., p. 97. Quoted by 
Satterthwaite, The Post-Graduate, New York, 1901, rol. xvi., p. 39. 
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tures, the elasticity of the vascular walls is destroyed by the 
former giving way to the latter, as already described. This 
loss of elasticity occurs long before the arteriosclerosis can 
be appreciated by the clinician. This loss of elasticity means 
increased resistance to the current of blood and calls for 
more work on part of the cardiac muscle, and thus there 
may be produced a certain amount of hypertrophy of the 
heart muscle prior to the development of the complete ar- 
teriosclerosis. The hypertrophy of the cardiac muscle de- 
veloped in this manner may have led some observers to 
believe that the hypertrophy preceded and caused the 
arteriosclerosis. On the other hand, it is clearly apparent 
to the close observer that the vascular change, as previously 
outlined, in all instances antedate and cause the cardiac 
hypertrophy. In a large proportion of the cases in which 
the arterioles become sclerosed early in Hfe, it is highly 
probable that a syphilitic infection is the primary etiological 
factor in bringing about this condition, and must always be 
kept in mind in connection with the treatment. Not that 
syphilis is the sole cause, but it is frequently a potent factor 
in producing arteriosclerosis. Later in life syphilis is less 
likely to be the exciting cause. Here it is brought about 
by the giving up of the struggle by the noble cells as against 
the ignoble which constitute the walls of the blood-vessels ^ 
as outlined by Metschnikoff, that cause the arteriosclerosis 
and so-called atheromatous changes. 

During the pregnant state, or as the result of a reasonable 
amount of physical exertion, there is every reason to believe 
that a plus nutritive activity is excited in the cardiac muscle, 
as occurs in all other muscles under similar conditions. This 
will naturally cause an increase in the volume of the muscle, 
and that condition called physiological hypertrophy will be 
produced. Provided this augmental nutritive activity is not 
carried too far, when the cause for increased work on the 
part of the heart is removed the cardiac muscle will return 
to its previous volumetric condition. 

In connection with our valvular lesions the same laws 

are at work. In the beginning Nature attempts a physio- 

. logical augmentation of the nutrition of the muscle tissue 

to counterbalance the mechanical defect in the valve, and 

in so far as she succeeds, either alone or aided by the judi- 
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cious administration of remedial agents, the defects in the 
valves are compensated for. 

If, however, for any reason, or as occurs in the heart 
muscle of the overtrained athlete, or the compensating hy- 
pertrophy of valvular lesions, the increased nutritive activity 
be carried too far, then what might have been only a physio- 
logical process will pass into the pathological, and it may 
be very difficult to bring about a return to the normal state. 
Still, if the vascular and chemico-physiological laws that 
govern these physiological and pathological changes are 
accurately apprehended and our therapeutics is applied in 
conformity with these laws, the results obtained in some 
instances are almost miraculous. Hearts that at first exam- 
ination seem to have passed beyond the point of repair are 
frequently brought back into a perfect physiological condi- 
tion and continue to do good work for years. This, how- 
ever, requires not only the use of remedial agents which 
act only on the heart and circulation, but equally as great 
care must be exercised in the dietetic and hygienic manage- 
ment of these cases; otherwise we shall fail to secure the 
desired results. 

With this understanding of the cbemico-pathology of the 
heart and the physiological laws governing its nutrition, the 
therapeutic action of digitalis can be more accurately in- 
terpreted. 

To comprehend thoroughly the action of digitalis or of 
any drug, its chemical composition must be fully understood. 
At the same time, the laws that govern the action of all 
chemical compounds introduced into the system must be 
accurately apprehended and correctly applied to those that 
are introduced as medicinal agents. When this is accurately 
done, much new light is let in upon the action of our remedial 
agents. In this manner many a drug, so called, has been 
taken from the speculative and empirical class and trans- 
ferred to the exact or truly scientific, thus raising the whole 
field of therapeutics to a higher standard. With digitalis 
there still appear to be considerable doubt and difference 
of opinion prevailing in regard to its mode of action, and 
also as to the therapeutic utility of this drug and its various 
preparations ; some praising it highly while other condemn it 
vociferously. 
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Digitalis, like many other vegetable substances, appears 
to develop in its anabolic growth numerous chemical com- 
pounds, all of which are composed of the atomic elements, 
carbon, hydrogen and oxygen, in varying proportions. This 
particular group of compounds has been classed as gluco- 
sides in contradistinction to those containing nitrogen, and 
which are, in consequence, known as alkaloids. The gluco- 
sides which have thus far been isolated and identified in 
connection with digitalis are digitalein, C25H4oOi5 ; digitox- 
in, C21H32O7 ; digitonin, C31H52O17 ; digitalin, QHgOa ; dig- 
itin, (C4H9O2). Exception is taken, however, to digitoxin 
as a glucoside ; still, in atomic construction it is very similar 
to the four which are classed as true glucosides. Why the 
digitoxin is excepted is not clearly stated but it is probably 
due to the fact that when boiled with a dilute acid it does not 
yield glucose, which is the critical test for those substances 
designated as glucosides. Whether it be a glucoside or 
otherwise makes little difference so far as the chemical 
problem is concerned, for they are all composed of the same 
class of atomic elements, and being composed of the same 
class of chemical elements they are all amenable to the same 
chemical laws; all are oxidizable substances and they all 
yield the same products as the result of their oxidation-re- 
duction, viz., heat, carbon dioxide, and water. Owing to 
the varying proportions of these atomic elements the amount 
of oxygen required to reduce each one will vary, as will like- 
wise the amount of heat generated, both in amount and in 
the intensity of its action upon the various portions of the 
nervous mechanism. Of the five chemical compounds con- 
tained in the digitalis, four are said to influence the animal 
economy actively, while one, digitin, appears to be absolutely 
inert. Of the remaining four,, three have actions in common, 
while the fourth absolutely antagonizes the other three. 

Beginning our study of the action of digitalis with the 
powder, which is the simplest preparation to use, and one 
which does not involve the question of varying solubilities 
of the contained active ingredients, its action can be pretty 
closely analyzed. When this preparation is used there is 
introduced into the animal economy a substance containing 
chemical compounds capable of being oxidized, and, on the 
whole, it has a decided tendency to paralyze all the invol- 
untary mluscles. 
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So far as the nervous system is concerned, it is generally 
conceded that none of the active principles has any pro- 
nounced primary effects, yet, on the other hand, acting in- 
directly through the nervous mechanism or directly upon 
the heart itself, the contained active principles do not pro- 
duce profound changes in the action of the heart and in 
the circulation. 

Acting directly upon the heart, or through its nervous 
mechanism, the three active principles which have a similar 
action cause a more intense and shorter systolic contraction 
with a prolonged disastolic period. Synchronous with this 
effect upon the heart there is a marked contraction of the 
arterioles and a very pronounced rise in the blood-pressure. 
Following immediately upon these effects there is, at first, 
a marked decrease in the number of cardiac pulsations to 
the minute, which by some is said to bedue to the direct 
depressing effect upon spinal accessory fibers distributed to 
the heart. A better explanation for the reduced speed of 
the heart is to attribute it to the increased resistance to the 
blood-stream in the arteries. This, coupled with the de- 
pressing effect of the digitonin upon the muscle fibers, easily 
explains the decreasing number of pulsations to the minute. 

If the digitalis is continued the pulsations become more 
frequent and feeble, which is readily explained by the toxic 
effect of all the active principles of digitalis upon all the 
involuntary muscles. The continued high tension in the 
arterial system tends also to deprive the cardiac muscles 
of their requisite nutrition. Thus, we find that at first the 
heart is called upon to do more work by the action of a sub- 
stance that is all the time poisoning the muscle fibers, and. 
at the same time, its nutrition is being progressively cut off 
by the increasing high tension in the arterial system. A 
little later the toxic effects of the active principles of the 
digitalis begin to be felt in the muscle fibres of the arterioles ; 
the tension relaxes, the heart becomies more feeble and irreg- 
ular, and death ensues in diastole. While a very large dose 
of digitalis may cause a complete cessation of the heart's 
action in profound systole, the usual mode of death is as 
above described. 

While the general arterial system is in a state of high 
tension, that of the splenic arcade remains normal, or is 
slightly lowered, unless an enormous dose has been admin- 
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istered ; then, the latter, as well as the former, becomes con- 
tracted ; however, this is a very rare occurrence. This, then, 
briefly stated, is the sum of the effects that can be produced 
upon the heart and circulation by the internal administra- 
tion of digitalis and its varying preparations. 

With the liquid preparations these statements have to be 
somewhat modified. Especially is this true with the infu- 
sion, for the simple reason that two of the active principles, 
digitoxin and digitalin, are very little, if at all, soluble in 
water, so that the infusion contains only digitalein and dig- 
itonin. The one directly antagonizes the action of the other, 
yet both are, in a mjeasure, toxic to the involuntary muscle 
fibre. In this respect the infusion becomes of comparatively 
little value, and less damaging in its effects upon the system 
than the powder. 

With the tincture, still another condition obtains. The 
digitoxin and digitalin are freely soluble in alcohol, while 
the digitalein is sparingly so, and the digitonin is insoluble. 
Thus, we find that each preparation of digitalis differs from 
the other, and cannot be directly compared with it. The 
fluid extract more closely resembles the powder, it being 
made by the action of both alcohol and water ; this, however, 
is, in a measure, a very uncertain preparation, for there is 
no practical method of determining haw much of the soluble 
elements in the water and in the alcohol may be dissolved 
or precipitated by the presence of the soluble and insoluble 
menstruum. 

With this knowledge of the chemical composition of digi- 
talis and its contained active principles, and the variation in 
the composition of its preparations, its therapeutic possi- 
bilities can be easily worked out. 

While digitalis is often spoken of as a cardiac tonic, there 
is little or nothing known in relation to its action upon the 
system that will justify such an assumption. Digitalis can 
be made to slow the action of the heart, but to do this the 
cardiac muscle is stimulated to do more work; at the same 
time the intrinsic muscle fibers are being steadily poisoned 
and the nutritive supply steadily diminished by the increas- 
ing high tension. Hence, the recommendation that digitalis 
must be interrupted every few days to avoid sudden and 
fatal syncope. At this point it may be well to consider the 
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so-called and much-talked-of cumulative action of digitalis. 
Careful study and research show that there is little evidence 
to prove that there is any storing up of digitalis, or its 
sudden elimination in large quantities ; on the contrary, the 
wjeight of evidence establishes the fact that the active prin- 
ciples of this drug are rapidly decomposed within the system. 
A more logical explanation must be sought, and one that 
accords more closely with the known physiological laws. 
The cumulative action of digitalis appears to be more di- 
rectly exerted upon the heart, the kidneys often acting freely 
even in the presence of the depressed heart action. 

By keeping closely to the well-known actions of digitalis 
and combining these with the physiological laws that gov- 
ern the nutritive processes of the body, a perfectly rational 
solution of these so-called cumulative symptoms is devel- 
oped. Digitalis, as we have already observed, increases 
primarily the motor force of the heart muscle, thus aug- 
menting the catabolic transformation of the muscular ele- 
ments. This, in itself, would deteriorate the muscular 
strength, but digitalis, in addition, is a direct muscle poison, 
and this is doubly true of the digitonin. While digitalis at 
first apparently increases the working power of the heart, 
it increases, at the same time, the resistance offered in front 
of it, so that the rapidity of action of the heart must be 
diminished in order to increase its working capacity. Now, 
physiology teaches that high arterial tension, by increasing 
the velocity of the blood-current in the arterial and capillary 
systems, decidedly reduces the time during which the nutri- 
tive interchange between the blood and the protoplasmic 
tissue in the intravascular protoplasmic spaces can be ef- 
fected. This law applies equally well to the artificially high 
tension produced by digitalis. We have, therefore, three 
factors causing the symptoms of digitalis poisoning, viz., 
(i) the diminished nutritive supply to the cardiac muscle 
resulting from high arterial tension; (2) the increased work 
imposed upon the heart, and (3) the action of digitalis 
per se as a decided muscle poison. This seems to the writer 
to be the first logical explanation offered for the so-called 
cumulative action of digitalis. There can be but one result 
of the continued administration of digitalis, degeneration 
of the muscular fibers constituting the ventricular and 
auricular walls, particularly the former. The heart action 
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is first slowed to meet the increased demands; then, like 
every other degenerated heart, the action becomes rapid and 
feeble and, finally, irregular; or it may stop in diastole on 
somie slight exertion, such as sitting up in bed or rising to 
pass urine. 

If the drug be administered in homoeopathic doses, no per- 
ceptible deterioration of the heart will be apparent, but when 
a thoroughly reliable preparation of digitalis is used, and 
the drug is administered continuously up to the full physio- 
logical limit, the heart is invariably damaged, thus explain- 
ing the oft-repeated remark that digitalis proves unsatis- 
factory in permanently alleviating cardiac affections. 

In both insufficiency and stenosis of the left auriculo- 
ventricular orifice, digitalis improves the condition tem- 
porarily; in the former instance by more quickly and ef- 
fectually closing the incompetent orifice. It also intensifies 
the systolic contraction and more completely empties the 
contents of the ventricular cavity into the aorta. This hav- 
ing been accomplished, the mechanical action of the heart 
is improved. 

In a similar manner, in mitral stenosis the prolonged 
diastole, with an intensified contraction of the auricle, en- 
ables the latter to fill the ventricle more completely. This, 
coupled with the more intense systolic contraction, drives 
a large volume of blood into the aorta. Thus in both 
lesions of the mitral orifice the pulmonary congestion is 
overcome and the dyspnea consequent upon the pulmonary 
engorgement is removed. If this were the only and the 
complete action of digitalis it would be an exceedingly val- 
uable remedy. Up to the point of overcoming the decreased 
arterial tension and the removal of the venous engorge- 
ment, the physiological action of the circulation as well as 
the mechanical action of the heart is greatly improved. 
Once the normal tension has been reached and passed, the 
action of the digitalis is detrimental to all the physiological 
functions of the body, because it increases the work of the 
cardiac muscle, poisons the muscle fibers and progressively 
decreases the nutritive supply distributed to the organ. 

In aortic lesions, either in incompetency or stenosis, there 
seems to be no good reason for using digitalis at any stage. 
Certain it is that in aortic regurgitation the increased sys- 
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tolic stroke cannot freely compensate for the prolonged 
diastolic period and longer time during which regurgitation 
can take place. Added to this are the increasing arterial 
tension, with its greater resistance in. front of the heart, 
and the progressive cutting down of the nutritive supply 
to the heart muscles, both of which, or either one alone, 
would be sufficient to contraindicate the use of digitalis 
in aortic insufficiency. In aortic stenosis the augmented 
cardiac systole might for a time force a larger volume of 
blood into the aorta, thus temporarily improving the con- 
dition; but the increased work of the cardiac muscle, to- 
gether with the poisoning effects of the digitalis upon the 
muscle fibres, and the progressively diminishing nutrition, 
will soon be followed by a deterioration of the cardiac mus- 
cle and an aggravation instead of an amelioration of the 
symptoms. 

In fatty degeneration, or any enfeebled condition of 
the heart muscles, digitalis is contraindicated. 

In hypertrophy of the heart digitalis might theoretically 
be useful in cutting down the nutritive supply, thus lessen- 
ing the tendency to further hypertrophy even if the hyper- 
trophic condition could not be completely rem|oved. Even 
in this instance digitalis is too dangerous a remedy to use 
for such purposes. Digitalis is of service only for a few 
days at a time at the longest. It should only be given to 
influence the heart and circulation when the arteries are 
very much relaxed, and the pulmonary or systemic veins 
overfilled with blood. In such instances as these it will 
tighten up the vessels and, by augmenting the power of the 
systole, will force a larger volume of blood into the arterial 
system. In this manner the surplus of blood can be pumped, 
as it were, from the venous system into the arterial. This 
accomplished, the digitalis should at once be stopped and 
more reliable remedies used to miaintain the heart and circu- 
lation. To use digitalis outside of these narrow confines, 
when there are so many other safer and more reliable reme- 
dies, is, to say the least, extremely poor therapeutics. 

Some argue that by giving a sufficient amount of nitro- 
glycerin in conjunction with the digitalis the damaging 
effects of the digitalis can be obviated. In a measure this 
is true, but it does not altogether diminish the increased 
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work forced upon the heart muscle, neither does it antidote 
the general toxic effects of digitalis upon the involuntary 
muscles as a class. While this is better therapeutics than 
the use of the digitalis alone, it is not the best that can be 
done for the patient, and nothing short of the best should be 
the aim of the truly scientific and practical therapeutist. 

The Schott Exercises, — Dr. Victor E. Neesen made 
some remarks on the administration of the Schott 
exercises and gave a practical demonstration of the vari- 
ous movements, fourteen in number. He said that since 
he had been in New York he had seen a great deal of harm 
done by injudicious attempts to reproduce the Schott treat- 
ment. The action of the exercises and baths was very much 
the same as that of digitalis, diminishing frequency, in- 
creasing force, and lengthening the diastole. In cases of 
arrhymnia it is frequently noticed that in one seance the 
pulse may not stop at all. Among the rules that should be 
observed in giving the exercises are the following: The 
movements of the arms should alternate with those of the 
legs. The patient should be instructed not to hold his 
breath or strain. No constriction or pressure should be 
employed by the operator. The movements should be made 
very slowly, especially at first. In conclusion. Dr. Neesen 
said it was well to remember the words of Schott, that 
movements without design weaken the heart, while move- 
ments with design strengthen the heart. 

Exercise Before Compensation Fails, — ^Dr. S. S. Burt 
said he was a great believer in suitable exercise before the 
failure of compensation, as it put the patient in better con- 
dition, and thus tended to delay such failure. The exercise 
should be moderate and not competitive, and the patient 
should always be Warned against going to excess in the 
matter. 

The Value of Digitalis. — He said that wihile in general 
not much of a believer in drugs, he certainly would not give 
up digitalis for any other remedy. If the article used is 
good and pure, and it is given in the right cases, digitalis 
is of the greatest possible value in ruptured compensations. 
He employed it always in mitral stenosis. It was of less 
value in aortic regurgitation, but he did not hesitate to 
use it there when the heart had given out. Even in aortic 
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obstruction it was sometimes of service. He preferred the 
tincture, and had given up using digitalin, of which he was 
somewhat afraid. In very oedematous conditions digitalis 
would fail to act because there was too much pressure. 
In one such instance he had resorted to tapping the legs, 
and after a portion of the fluid had been thus evacuated 
the drug acted so efficiently that the dropsy disappeared exH 
tirely. From an extended practical experience he was fulfy 
convinced of the very great value of digitalis. 

The Prophylaxis and Treatment of Endocarditis, — ^Dr. 
Egbert Le Fevre said that he was very glad to hear the 
views expressed by Dr. Weber. He believed that if we 
treated cases of rheumatism with threatened endocarditis 
with the same care as cases of other febrile affections in 
which severe sequelae were liable to occur, we would have 
fewer cases of valvular heart disease than at present. As 
regards the treatment of endocarditis he had found that 
in some instances the application of ice did better than 
counter-irritation, and vice versa. Sometimes equal parts 
of chloroform and belladonna, applied over a small surface, 
were very serviceable. Out of 34 cases in which he had 
used collodial silver, in 22 it had no effect, while in the 
others it had seemed to cause a marvellous change in the 
character of the murmur and the heart sounds. In the 
iodides and mercurials, for the purpose of causing resolu- 
tion, as it used to be called, he still had some faith. 

Digitalis Has a Legitimate Field, — When g^ven in small 
doses he believed that digitalis has a legitimate field, and 
that there could be no question of its value when compensa- 
tion begins to fail. It should be given preferably at bed- 
time and in doses of 2 or 3 drops of tfie tincture. Like 
Dr. Burt, he even used it in aortic regurgitation. The con- 
traction of the ventricle was a conservative process. Ex- 
tract of the supra-renal capsule he did not think of benefit. 

The Amount of Reserved Power in the Heart, — ^Dr. 
Reynold Webb Wilcox said that the various speakers had 
so thoroughly traversed the questions at issue that but little 
remained to be said. One matter was of importance, and 
yet presenting considerable difficulty in elucidation — ^the re- 
serve force of an uncompensated heart. Instances occurred 
in practice when most unexpectedly and for no apparent 
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reason absolute incompetency arises and leads to serious 
or even fatal results. On the other hand, markedly dam- 
aged hearts pass through enormous strain without apparent 
detriment. Some basis for deductions can be found in the 
rhythm and quality of the heart sounds. 

Therapeufic Agents, — ^Ten years ago he was of the opin- 
ion that the evil which digitalis had encompassed was about 
equal to the good which it had done. Now, since the 
nitrites are so frequently combined with it, the balance is 
decidedly in its favor. It is a curious fact that the clinical 
indications for its use as set forth by Withering more than 
a hundred years ago are still sound — a rapid, irregular pulse, 
with arteries of low tension and venous congestion. Ob- 
versely, digitalis is contraindicated in the rigid arteries of 
chronic renal disease. In childhood as well as here strophan- 
thus should supplant digitalis, and even the nitrites. Un- 
doubtedly for constant use erythrol tetranitrate, in one-half 
grain dose, is superior to the evanescent nitroglycerin and 
the uncertain sodium nitrite. Cactus, as a fluid extract made 
from the green drug, is the only remedy which will quicken 
a slow heart, and deserves a better recognition in those 
cases, few, indeed, but nevertheless presenting themselves; 
and oftentimes yields brilliant results. Of the Oertel ter- 
rane cure his experience had been unsatisfactory — one often 
gets into a situation from which he cannot extricate the 
patient without disaster. 

The Schott Treatment. — Of the Schott method he had 
found the exercises of more importance than the baths ; but, 
thanks to Dr. Satterthwaite, the latter could be employed 
here as well as at Nauheim. He regarded Dr. Satterth- 
waite's work as epoch-making in that it not only cleared 
the atmosphere from confusion, but gave us real advances. 

Dr. Satterthwaite^ in closing the discussion, said he 
entirely agreed with Dr. Weber as to the importance 
of rest in bed. Morphia, he thought, was of the greatest 
possible value in acute conditions, like endocarditis. He 
objected to it only in chronic cases. As to the value of 
digitalis, he agreed with the views expressed by Dr. Porter, 
and he was distinctly opposed to the indiscriminate use of 
the drug. When it was employed it was best to use the 
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standardized tincture, or Merck's digitalin, which was very 
reliable. He was willing to acknowledge the value of digi- 
talis in aortic as well as mitral disease, but he believed it 
should be used only temporarily, for the reason that it has 
cumulative effects. In reference to the iodides and mer- 
curials, both are very necessary in some chronic forms of 
cardiac disease. In arterio-sclerosis they do remove the 
thickening which is found present, unless the vessels have 
become calcareous. We may commence with five-grain 
doses of iodide of sodium or potassium, and gradually in- 
crease the dose to ten grains. So far as safety is concerned 
the nitrites are far superior to digitalis, while they accom- 
plish the same results. 
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Annud Meeting, January 13, 1902. 

Dr. Ramon Guiteras presented a URETHROSCOPE, 
manufactured by the Rochester Company, in which the 
light is in a trough or belly on the lower side of the instru- 
ment. The advantages claimed for it, he said, were that 
the light is not in the way of the operator and that it is 
easier to clean. 

DISCUSSION ON THE TREATMENT OF URE- 
THRAL STRICTURES. 

A discussion on the treatment of urethal strictures was 
opened by Dr. Ramon Guiteras. Strictures were classi- 
fied, he said, as anterior and deep ; the former being situated 
between the meatus and a point within an inch of the cut- 
off muscle, and the latter between this point and the pos- 
terior urethra, thus including the membranous portion and 
the inch in front of it. He discussed the causes, symp- 
toms, and diagnosis of stricture, stating that the most 
dangerous symptom, or rather complication, was an acute 
attack of retention. It usually occurs in strictures of small 
size, deeply seated, when, owing to some exposure, dissipa- 
tion or reinfection, there has been sufficient congestion 
about the stricture to render it impassable, or nearly so. 
The condition, size and shape of the urethra are determined 
by examinations with bougies-d-boule and ordinary sounds. 
The former give us the size of the canal down to the bulb, 
and the sounds of the same size will tell us if the remainder 
of the urethra is equally large. Usually strictures of small 
size, that is, those below 15 French, are the ones that give 
rise to serious urinary symptoms. 

In general terms it may be said that all strictures, whether 
large or small, anterior or deep, that can be dilated, should 
be treated in this manner. AH others should be operated 
upon if they give rise to symptoms warranting such a meas- 
ure. In order that the urethra may be intelligently exam- 
ined; a small meatus^ due to congenital narrowing or linear 
stricture just behind the meatus, should be cut to 32 or 34 
French, if, as is usually the case, it cannot be dilated. 
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Dilatation. — ^The three methods of dilatation are the con- 
tinuous, the gradual, and the rapid. The first is usually 
employed in strictures of small calibre which admit only 
a filiform or a very small olivary woven catheter. After 
one of these instruments has been introduced it should 
be allowed to remain in position for 24 hours, the patient 
passing his urine along its side. A larger one is then intro- 
duced and allowed to remain for the same time, and so on 
until the dilator or sound can be introduced and the narrow- 
ing can be gradually dilated. Gradual dilatation consists 
in passing dilators or sounds every few days until the 
urethra has been stretched to the normal size, or as near 
the latter as possible. In rapid dilatation the size of the 
urethra is increased in one or two sittings, and it is particu- 
larly applicable to such patients as feel that they cannot sub- 
mit to operation and have not the time for gradual dilatation. 
Personally, Dr. Guiteras said, he did not favor this method, 
although he had seen the most admirable results accom- 
plished by the Newell dilator. Most dilators are of large 
size (over 15 French), but the Newell instrument is No. 
8 French, and is passed connected with a filiform 
guide. Dilators are especially efficient in the treat- 
ment of strictures of medium calibre, i. e., from 18 to 20 
French, and the best instruments are those of Oberlaender 
and KoUman. Dilators should never be introduced unless 
enclosed in a rubber cover, well lubricated with sterilized 
lubrichondrin ; and in office work it is well to boil the instru- 
ment, with the cover on, before introducing it. Sounds, of 
course, are, and always will be, useful, their employment 
constituting the most general means of dilatation ; and the 
heavier the sound, the better. In dilating either with 
sounds or dilators the stricture should not be increased 
more than one or two millimetres at each dilatation, and 
afterward the canal should be washed out with a nitrate of 
silver solution of a strength varying from i :6oo to i :4000. 

Operative Treatment. — All strictures that cannot be di- 
lated should be cut. All narrowings in front of the navicu- 
lar fossa should be cut on the floor of the urethra with a 
blunt-pointed bistoury, with the exception of those of 
balanic hypospadias, where the incision should be directed 
upward to the roof. Anterior strictures of large size (over 
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15 French) that will admit an Otis urethrotome should be 
operated upon with this instrument, the incision being made 
in the median line of the dorsum of the canal. Those of 
small size should be cut with the Maisonneuve urethrotome 
in the roof of the canal. Strictures of sufficiently small 
size to give rise to annoying symptoms should be cut ex- 
ternally through the peritoneal urethra on a grooved guide, 
tunnelled sound, or catheter that has been passed through 
the urethra beyond this point. When anterior and deep 
strictures are both present the method adopted should vary 
according to the circumstances of the case. 

Having described the method of operating in imperme- 
able strictures, Dr. Guiteras expressed the opinion that the 
actual number of such strictures was very small, and said 
that in the last five years he had encountered but one case 
in which he was not able to pass an instrument. With fili- 
form bougies and a good lubricant he thought that almost 
any stricture could be passed, especially if the patient were 
put to bed and treated with diluents, hot sitz-baths, hot ap- 
plications, and antispasmodics for a few days. He said 
he spoke strongly on this subject of passing guides through 
a stricture before operating because he felt convinced that 
the patient stands a much better chance of recovery when 
the surgeon can make a straight clean cut through a stric- 
ture on a guide than when he flounders about in the dark 
in a bleeding perineum, stabbing at the neck of the bladder 
in the hope of opening it behind the stricture. He always 
tries to pass a filiform or flexible guide before operating, 
and if not successful, and the case is not an urgent one, 
he postpones the operation and makes further attempts on 
other occasions, until he succeeds in passing it. After it 
is once passed it is tied in until the day and hour of opera- 
tion, and sometimes a patient remains in bed for three days 
before he is operated on, passing his urine by the side of 
the instrument thus retained. 

Treatment Before and After Operation. — ^The treatment 
of a patient before operation consists in promoting free 
diuresis with large quantities of water, the administration 
of urotropin (15 grains three times a day), and the washing 
out of the bladder twice a day, provided the stricture is of 
sufficiently large calibre to allow of the passage of a cathe- 
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ten After operation the free diuresis and use of urinary- 
antiseptics should be continued. After internal urethrotomy 
sounds should be passed at the end of 48 hours, and then 
every two days while the patient is confined to the house 
or hospital. After external urethrotomy the whole urethra 
is flushed out with hydrogen peroxide, and then with boric 
acid solution. A large thick-walled catheter, 40 French, 
is inserted through the perineal opening, pinned to the side 
of the incision and packed about with gauze. While the 
urethra and bladder are washed out twice a day with boric 
acid solution, the dressing need not be changed for 48 hours, 
when the tube is taken out and sounds are passed. The 
sotmds should be passed every two days, the tube (which 
should be employed for from four to six days) always 
being withdrawn before their passage. For a considerable 
time the patient's bladder should be washed out, through a 
catheter, with a weak solution of nitrate of silver. 

The Pathology of Stricfuire, — Dr. Robert H. Greene 
said that he believed that all pathologists were agreed that 
stricture follows a granuloma or ulceration which in the 
great majority of cases is preceded by a urethritis. This 
process may make a soft band in the urethra which has 
often been operated upon as a stricture. It is in reality not a 
stricture at all. These facts are generally acknowledged; 
but there are two questions which have not been definitely 
settled: (i) How long does it take this cicatricial tissue to 
develop in a urethra which has not been wounded with 
instruments? (2) Does this process of cicatrization ever 
go on in a urethra not so wounded to such an extent as 
to necessitate a cutting operation? Operations upon stric- 
tures of large calibre had apparently been done away with 
in the last few years, and he thought that surgeons were 
deserving of much credit on this account. It seemed to 
him that at the present time the majority of authorities con- 
sider stricture, following urethritis, of such severity as to 
require operation quite rare in those under 40. In men 
older than that the cicatricial tissue forms faster. 

The second question. Dr. Greene said, was very difficult 
to answer because almost all the strictures which are cut 
give either a history of previous operation or of the careless 
use of instruments. Personally he believed that a man who 
has never had his urethra wounded, thereby facilitating the 
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formation of cicatricial tissue, will never have a stricture 
so severe as to require cutting, although such stricture 
may require dilatation. 

The Operative Technique. — In one of the hospitals with 
which he was connected he saw a number of cases in which 
there was such a mass of connective tissue in the bulbo- 
membranous urethra that an operation was required. He 
generally did a perineal section and also an internal ure- 
throtomy, if required, using either an Otis or a White 
urethrotome. As to external urethrotomy, he thought the 
incision should be as limited as possible. Whether there 
were any hemorrhage at the time or not the parts should 
be well packed during the operation, as he had seen severe 
secondary hemorrhage in cases where this was neglected. 
In conclusion he exhibited a new filiform bougie manufac- 
tured by Tiemann, which was constructed of cat-gut, and 
which could sometimes be mad6 to pass when the ordinary 
filiform bougies failed. It was superior, he thought, to 
the Banks bougie, which was made of whalebone. 

The Characteristic^^ of True Stricture. — Dr. Wm. K. 
Otis said that the formation of stricture was practically 
the formation of scar tissue which entirely surrounds the 
urethra. Unless the scar tissue does entirely surround the 
canal stricture does not exist. Plaques on one side do 
occur and are composed of cicatricial tissue, but they can- 
not be detected by means of bulbous bougies, etc. When, 
however, such tissue surrotmds the urethra it goes on stead- 
ily contracting, and so gradually narrows the calibre of the 
canal at one point until it becomes an annoyance to the pa- 
tient. 

Dilatation No} Sufficient. — ^After dilatation the trouble 
comes back, and it will do so indefinitely whenever the dila- 
tation is discontinued. When a stricture had become thor- 
oughly organized he did not believe it would be cured by 
dilatation. But as soon as it has been divided by a clean 
cut the stricture ceases. The ends spring apart. The cica- 
tricial tissue may go on contracting, but after it has been 
severed with the knife it no longer diminishes the lumen of 
the canal. 

Wounding of the Urethra Not Required for the Causation 
of Severe Stricture. — He could not agree with Dr. Greene, 
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and said that he had known of many cases in which instru- 
ments had never been used on the urethra where strictures 
had gone on to retention of urine, and where the smallest fili- 
form bougie could not be passed. 

Narrow Strictures Must Be Cut. — ^Dr. Otis said that 
when the patient had to be operated on he did not take as 
much time as formerly in trying to pass filiform bougies. 
When filiform bougies can be passed only with difficulty, 
or when it is necessary to employ special forms of such 
bougies, that patient has got to be cut. He can no doubt 
be dilated, but his life is in danger the moment he gets be- 
yond the reach of a competent surgeon. 

Patience and Perseverance Generally Successful, — ^Dr. 
James Pederson said that he would not discuss the sub- 
ject from an anatomical or pathological point of view, but 
from the standpoint of the patient, because there were so 
many elements that enter into the questions at issue. There 
were undoubtedly many cases which could be better treated 
by dilatation than by cutting. He had seen strictures so 
small that a filiform bougie could scarcely be made to pass, 
yet in which careful dilatation proved very satisfactory. It 
was true that the stricture was not really cured, but the 
patient had been placed in a condition which made him 
quite independent of the surgeon. He had in mind par- 
ticularly a remarkable case of Dr. Bangs' in which the treat- 
ment took a year, but in the meanwhile the business and pleas- 
ures of the patient, who was intensely hyperaesthetic, had not 
been interfered with. At the present time he was able him- 
self to pass his 26 or 27 sound with entire comfort. In that 
particular case an operation was not permissible, yet pa- 
tience and perseverence had been successful in the end. 
It was true that during the second year certain crises had 
at times arisen, but they had been promptly met and at- 
tended to, and for the most part the patient had been able 
to go about his affairs as usual. 

No Belief in Large Strictures. — Dr. Robert W. Taylor 
said that on one occasion twenty-five or thirty years ag« 
Dr. F. N. Otis, notwithstanding the fact that his position 
was to a great extent a wrong one, had put to confusion a 
whole society, including a number of experts, in a dis- 
cussion on the urethra. This was because he talked a good 
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deal about pathology, and no one knew anything about 
pathology at that time. He had no faith in what were 
called large strictures. When preparing his book he made 
a great effort, through efficient and painstaking assistants, 
to find out what these cases were, and he had been able to 
secure only one instance. In this case there was a little 
band, about half an inch in length, which ended to the 
right of the median line. Years ago he read of 125 cases 
that had been collected, but in the majority of them the 
patients were not 25 years old. 

Very Few Strictures Under the Age of Thirty-five. — The 
truth of the matter was that there were very few strictures 
before the age of 35. Only twice in the last two years had 
he been able to find a true stricture in men under 25, and 
in one of the cases the patient had become infected when 
only 12 years old. Under the age of 35 men have what is 
known as soft stricture, consisting of granulation hyper- 
plasia. 

Pathology of the Urethra, — He did not agree with Dr. 
Greene, and said that, like Dr. Otis, he had seen cases of 
severe stricture in which the urethra had never been 
wounded. The keynote to the whole subject was the 
pathology of the urethra. ^Gonorrhoea starts an acute in- 
flammation, and chronic inflammation starts under the mu- 
cous membrane granulation tissue. For a long time this 
remains soft, and we have what is known as soft stricture. 
There is a gleety discharge, impediment in urination, and, 
once in a while, retention of urine from tumefaction of the 
tissue caused by taking cold. In the majority of cases the 
stricture, if it persists, remains soft up to the age of 35. 

Divulsion Condemned, — Dr. Taylor condemned in the 
strongest terms the dilators devised by various surgeons. 
He designated Holt's as *^an instrument of death," and 
said he trusted that Oberlaender's and HoUman's would 
never come into vogue in this country. In the abandonment 
of such ruthlessly dangerous instruments he thought there 
had been a great advance in the last few years. In this 
connection he gave some interesting reminiscences of some 
of the older genito-urinary surgeons. 

The Mild Force That Does the Work, — It was the mild 
force, he went on to say, that accomplished the desired pur- 
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pose. Gradual dilatation with straight sounds or olivary 
bougies should be practised. Plenty of time should be 
taken with cases of stricture, and the dilating sounds or 
bougies should not be passed too often, the intervals be- 
tween the sittings varying from five to ten days, according 
to circumstances. Above all, careful and systematic treat- 
ment of the urethra with nitrate of silver solutions is 
essential. By these means the great majority of cases can 
be cured without cutting. When it is necessary to cut, the 
Otis urethrotome is the most satisfactory instrument for 
the purpose. In cases where, after a persevering trial of 
dilatation, a sound larger than No. 15 cannot be passed 
without causing great irritation, it is advisable to practise 
external urethrotomy first and afterward internal urethrot- 
omy. In conclusion. Dr. Taylor said that divulsion often 
meant death. He had grown up seeing the horrors of bad 
treatment in urethral stricture, and it was a matter for 
congratulation that the younger generation of medical men 
had received their training on this subject in what might 
well be called, in contrast to the darkness of the past, an 
era of light. 

Dr. J. Blake White said he had found that strictures 
aflFecting the deeper urethra were generally due to contrac- 
tions anterior to such point of stricture. Many of these 
cases were relievable by the removal of the anterior stric- 
tures. He agreed with Dr. Taylor that in a great many 
instances operation was unnecessary. It was, in fact, only 
the very small strictures which required cutting. 

Dr. Guiteras closed the discussion. Dr. Greene, he said, 
had remarked that strictures which can be passed by instru- 
ments can be dilated. But if they were so small that bou- 
gies could be passed only with difficulty it was rarely the 
case that they could be dilated to the normal calibre of the 
canal, and they had eventually to be cut. Dr. Otis had 
stated that he did not believe in losing time by passing flex- 
ible guides, but he would say that operation without the 
use of the g^ide is not an easy thing. He had seen a num- 
ber of the best genito-urinary surgeons take an hour and 
a half to enter the bladder without a guide. We owed it to 
our patients, he thought, to pass a filiform bougie if possi- 
ble, even though this required a very long time or a second 
sitting. 
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Stated Meeting, February lo, 1902. 



ADDRESS BY THE VICE-PRESIDENT, WILLIAM 
McCOLLUM, M.D. 

Fellows of the Medical Association of the Greater 

City of New York : 

At the time the announcement of this meeting was pub- 
lished it was confidently expected that our highly distin- 
guished retiring President, Dr. Robert F. Weir, would 
return home in season to open this meeting and make a brief 
address. We all, I am quite sure, regret that we cannot 
give Dr. Weir an enthusiastic welcome at this time after 
his long absence. 

As it has been my duty during the past year to preside 
at most of the meetings of this Association, I desire to 
tender the Fellows my thanks and my sensitive apprecia- 
tion of the courtesy manifested toward me. The growth of 
the Association has been remarkable, and the character of 
its membership is not excelled by that of any medical 
Society or Association in the Greater City of New York. 
Our two distinguished Presidents, Dr. Austin Flint and 
Dr. Robert F. Weir, both of world-wide reputation, require 
no eulogy. Our highly honored Fellow, Dr. Andrew H. 
Smith, who is second to no one in this Association, you 
have elected by a unanimous vote to serve you for the two 
coming years. Dr. Smith will now take the Chair. 

INAUGURAL ADDRESS BY THE PRESIDENT- 

ELECT, ANDREW H. SMITH, M.D. 
Gentlemen of the Medical Association of the 

Greater City of New York : 

I am deeply sensible of the honor you have conferred 
upon me in electing me to the presidency of our Society. 
The organization is still very young, but it has done ex- 
cellent and important work. A field of ever-growing use- 
fulness is before it^ and my aim shall be to do all in my 
power to promote its advancement. As we have a very 
full programme, I will not take up much time in general 
remarks ; but I should like to suggest that a practice of 
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COLLECTIVE INVESTIGATION 
might profitably be engrafted upon our other work, not in 
a very formal way, but merely by having before us two or 
three topics upon which the members would be invited 
to accumulate observations as opportunity offered, and to 
send them to the Secretary. When a sufficient body of 
observed facts was secured they could be made the subject 
of a report. 

At the present time, so far as I am aware, there is no 
other society in New York which is engaged in a work 
of this kind, and this vast city with the teeming millions of 
its five boroughs, in all of which we have so many able 
representatives, certainly offers a most inviting and fruit- 
ful field for such investigations. This suggestion, I may 
add, has already received the cordial endorsement of the 
Executive Council of the Association. 

The President then took up the special topic of the 
evening, 

SPECIFIC MEDICATION. 

Having referred to what is termed treating the patient 
instead of the disease, he said there were morbid states 
which evidently are but the working of a foreign agent 
which has obtained a lodgment in the body, which latter 
serves merely as the theatre of its operations. The activity 
of this agent then constitutes the disease, and the disease 
will continue so long as the morbific agent remains active. 
Such a disease we call specific, and the disease itself, as 
distinguished from the patient, calls for treatment. The 
treatment in such a case necessarily implies the employ- 
ment of some remedial agent having the power of antag- 
onizing the noxious principle at work in the system. This 
antagonism may be either chemical or vital in its mode 
of action, and more commonly it is the latter. As yet, the 
list of diseases, such as malaria, rheumatism and syphilis, 
for which universally accepted specifics exist, is very 
limited. It is not claimed that a specific shall be successful 
in every case. The most required is that in uncomplicated 
cases, and under proper conditions, a cure may be expected, 
or, at least, that the disease may be held in check so long 
as the remedy is continued. It may be said, in general 
terms, that the prospect is favorable for an increase in the 
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number of the remedies available for use as specifics, as the 
result of increased knowledge of the phenomena of cell 
life on the one hand and of the action of remedies on the 
other. 

Thus far the field for specific treatment has been confined 
to diseases in which a foreign morbific element has been 
introduced into the system, with the exception of mix- 
oedema and its kindred diseases, where the source of 
trouble is the absence of something furnished by the thyroid 
gland which is necessary to a proper actiofi of the economy. 
Here the artificial supply of thyroid gland or its extract 
constitutes an efficient specific treatment. In diseases hav- 
ing a parasitic origin the problem is to act upon the specific 
micro-organism in such a way as to prevent a further pro- 
duction of toxin. What is aimed at is not destruction of 
the germ, but inhibition of its activity, and these are very 
different things. Different strengths of solutions of the 
same agent may represent the two classes known as germi- 
cides (or disinfectants) and antiseptics. Thus, mercuric 
chloride in a strength of i :300,ooo will prevent the de- 
velopment of anthrax spores, while destruction of the 
spores requires a strength of i :iooo. A further differ- 
ence in favor of antiseptics within the body, as distinguished 
from that observed in the laboratory, arises from the fact 
that blood-serum, so long as it is circulating in the vessels 
of a living animal, acts, by virtue of its vital condition, as 
an antagonist to bacterial growth. 

An assumption that is exceedingly common is that for 
combatting germs within the body we must look to those 
agents that are relied upon for use as disinfectants outside 
the body; and it is claimed that safety in the use of these 
requires such a degree of attenuation as would make them 
inoperative. It is a fact, however, that not one of the recog- 
niied specifics would be employed outside the body for its 
disinfectant properties; and, furthermore, quantities of the 
appropriate agent, amply sufficient for the purpose, are 
constantly being given as specifics with entire safety. The 
case for specific medication outside the few diseases for 
which it is universally admitted to be indicated, it may 
well be believed, is not so hopeless as is commonly sup- 
posed. It is not necessary that there should be only one 
specific for each disease, as is shown particularly in the 



Digiti 



zed by Google 



— 114 — 

instance of malarial fever, which may be successfully treated 
not only with quinine, but also with arsenic, salicin, car- 
bolic acid, ammonium picrate, and perhaps some other 
remedies. To say that there is no specific for pneumonia 
because so many different agents will inhibit the germ upon 
which it depends is to argue that a thing cannot be done 
because there are so many ways of doing it. The criticism 
has been made that the effect of different antiseptics and 
germicides upon parasitic micro-organisms must bear a 
definite relation to the mass of blood in which they are 
diluted, which may be roughly estimated at 12 to 14 pints 
in the adult; but what definite relation does half a drachm 
of quinine, or of potassium iodide, or two or three drachms 
of a salicylate, or a dose of antitoxin, bear to 12 or 14 
pints of blood ? Who asks such a question in the presence 
of a case of malarial fever, of syphilis, of acute rheumatism, 
or of diphtheria? 

In pneumonia we have conditions very favorable for act- 
ing directly upon the germ, so that theoretically the a priore 
aspect of the case is encouraging; while from the clinical 
side accumulating experience seems in a considerable 
measure to support the theoretical deductions. Of the 
drugs which appear to act more or less specifically in this 
disease the one which thus far seems to have accomplished 
the most is the salicylate of sodium. One notable feature 
of its use is that lysis is substituted for crisis as the habitual 
mode of defervescence, the lysis, when the treatment is be- 
gun early, occurring in advance of the usual time of crisis. 
Beginning with the report of Liegel's cases in 1898, the 
writer gave a resume of the results thus far obtained with 
this agent. He then went on to say that he had found the 
carbonate of creosote, also believed to control the action of 
the pneumococcus, nearly as efficient. It can be given in 
quantities of two or three drachms a day without the 
slightest inconvenience, and will usually bring about a lysis 
commencing 24 hours after the administration is begun. 
It is to be preferred when the stomach is inclined to be ir- 
ritable, and also in cases of considerable depression, whea 
the sweating caused by the salicylate would be objectionable. 

Going back as far as November, 1899, in an article on 
pneumonia in the Medical News, after citing a number of 
writers and his own experience, he had recommended that 
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family physicians keep their families supplied with carbonate 
of creosote or with a salicylate, preferably the former, so 
that, in case of indications of pneumonia, such as a chill with 
pain in the chest, the drug may be begun at once, and pos- 
sibly the development of an attack prevented. 

At the Presbyterian Hospital in this city, there have 
been, at the time of writing, thirty-one cases of croupous 
pneumonia treated since December 15, a period of forty- 
seven days. Of these, twenty recovered and eleven died. 
Of the latter, five were moribund on admission, one had 
carcinoma of the liver, one had chronic bronchitis and em- 
physema, one had stricture (malignant) of the oesophagus, 
and one died of endocarditis. There were, thus, only two 
cases in which any expectation of recovery was possible 
when they entered the hospital. Of the thirty-one cases, 
twenty-eight were treated with carbonate of creosote, ten 
grains being given every two hours. Three received none 
of the medicine ; of these two recovered, and one died three 
hours after admission. Of those treated with the carbonate 
of creosote, eighteen recovered. In thirteen of these the 
defervescence was by lysis ; in five by crisis. This propor- 
tion contrasts strongly with the usual termination of the 
fever, which is, as stated by Osier in his definition of pneu- 
monia, "abruptly by crisis." In this series we have twenty 
cases, excluding those already moribund and those com- 
plicated with conditions necessarily fatal in the presence of 
any severe acute disease. Of those twenty cases, two were 
fatal, a mortality of 10 per cent., chargeable to pneumonia. 
As to the severity of those cases recovering, one had a tem- 
perature of 106.2, one of 106, two of 105.6, three of 105.4, 
two of 105.2, and one of 105, thus ten of the eighteen rang- 
ing between 105 and 106.2. The average time between the 
invasion of the disease and the beginning of the treatment 
was three and one-eighth days for those who recovered and 
four and one-sixth days for those who died. 

Dr. Smith then quoted some of the experiences of Dr. I. 
L. Van Zandt of Fort Worth, Texas, and also some of the 
citations from European observers published in a paper by 
Dr. Van Zandt, entitled "Creosote in Pneumonia: A R6- 
sum6," which appeared in the Medical Record in March, 
1901. The conclusion at which the author arrived was as 
follows : 
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"Now, with this array of testimony reinforcing my own 
observations for the last seven years, I tryst that the mem- 
bers of this association will not consider me oversang^ine 
when I express the opinion that the use of creosote or car- 
bonate of creosote in the treatment of acute pulmonary in- 
flammations is one of the greatest life-saving discoveries of 
the century just ended." 

Among many other commendatory notices of this drug 
for use in pneumonia is one by Professor Leonard Weber 
in the Medical Record of November 2, 1901. Within a short 
time he had treated nine cases with it, with one death. In 
the same journal for February i, 1902, Professor W. H. 
Thomson has published the details of eighteen cases treated 
with creosote carbonate, with one death. He notes what has 
been remarked above, that the defervescence in these cases, 
as in the use of sodium salicylate, is much more frequently 
by lysis than by crisis, the proportion in his series being as 
twelve to five. 

In the remaindejr of the paper Dr. Smith spoke of the 
specific treatment of influenza, scarlet fever, gonococcic in- 
fection, gout and rheumatism. He referred particularly to 
the success obtained by Dr. S. H. Dessau with carbolic acid 
in influenza and to the remarkable results with the same 
remedy in scarlet fever reported by Wigglesworth of Liver- 
pool. In speaking of the latter he said that the treatment 
amounts to making this dread disease one of extremely slight 
mortality, while it prevents in great degree its spread by in- 
fection. He presses the remedy designedly to the point of 
causing carboluria, and maintains this condition until the 
fever has fully abated. So far from this proving injurious 
to the kidneys, he has had only three cases of renal implica- 
tion in all his experience, and his cases, in other respects, 
have been exceedingly mild. Moreover, the infection com- 
municated by these carbolized patients is extraordinarily 
light, but yet sufficient to confer permanent immunity, and he 
urges that it is better to let children take the disease in this 
modified form, rather than to leave them to the chance of 
contracting it later in its normal virulence. When this is 
refused, however, light carbolization of those exposed gives 
immunity for the time being. He has followed this plan for 
twenty years almost without a failure, in a practice in which 
he has attended over 3,000 births, and he has never had a 
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single mishap from the carbolic acid. That this practice has 
not been followed up by other practitioners, is another illus- 
tration of the indiflference or timidity of the profession, per- 
haps from discouraging teaching by admitted authorities. 

In support of the innocuousness of pure carbolic acid, he 
had several observations of his own, made four years ago. 
Dr. Wigglesworth gave to children from one to six grains, 
accordii^ to age, every two hours, freely diluted with water. 
He (Dr. Smith) gave to adults rapidly increasing doses until 
the largest amount in twenty-four hours was respectively 
154 grains in one case, 112 in one, 108 in one, 72 in one, 60 
in six, and 57 in one, while five cases received from 4j4 to 
40 grains. Not one of these showed any ill effects. Two 
who had albuminuria previously were not made worse. One 
with general sepsis died on the eighth day after the adminis- 
tration of the add was begun. He was encouraged to per- 
severe in this instance by the ultimate rescue of a patient 
with malignant pustule, reported in the Lancet just at that 
time, in which much larger doses had been g^ven than any 
he had ventured upon. 

It will be remembered that Declat gave very large doses 
hypodermatically in the treatment of intermittent fever, and 
that he insisted, as the result of a large experience, that with 
a pure acid no danger whatever was incurred. The dis- 
coloration of the urine was formerly considered to be due to 
disintegration of red corpuscles and to require an immediate 
suspension of the drug. It is now known that this is not the 
case, and that the remedy can be pushed far beyond this 
point with safety. This is also true of creosote, and it seems 
quite possible that the usefulness of these two agents as in- 
ternal antiseptics, or, if you please, as specifics, may be 
greatly enlarged by the recognition of this fact. 

In conclusion, he said that while, the bacteriologist is at 
work in his laboratory, the clinician, on his side, has a field 
for action. Carefully conducted experiments will show that 
the present dosage of remedies may be safely exceeded ia 
some cases, or that objectionable effects may be avoided by 
combinations of remedies which yet will leave the specific 
action intact. The entire range of infectious diseases, as wdl 
as those of which myxoedema is the type, invite us to this 
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kind of investigation ; and to urge its importance and stimu- 
late hopefulness as to an ultimate substantial degree of suc- 
cess is the object of this paper. 

DISCUSSION. 

Creosote Carbonate in Pneumonia, — ^Dr. L. F. Bishop 
spoke of his experience with the use of creosote carbonate 
in pneumonia in the Colored Hospital, and said that on the 
whole he had been very favorably impressed with it. In a 
number of cases there were existing conditions which ren- 
dered them practically hopeless. Of five uncomplicated cases 
three recovered and two died. In spite of this comparatively 
large percentage of mortality it seemed to him that the rem- 
edy was of essential service. To-day he had seen a case in 
which it acted very happily. Lysis had occurred, and the 
patient was recovering in a very satisfactory manner. 

Collective Investigation,~He thought the President's sug- 
gestion on this subject a very admirable one. Physicians, it 
seemed to him, worked too much alone, and he believed it 
would be a good idea to devote one meeting of the Society 
in the autumn to the arrangement of plans for the treatment 
of certain diseases by special methods, especially by mem- 
bers connected with hospitals. Then in the spring another 
meeting might be devoted to the consideration of reports on 
the results obtained. 

Difficulty in Determining What Is Meant by a Specific. — 
Dr. James K. Crook said that he had been a little at a loss 
to know just what was meant by the term specific as used 
this evening. He had therefore consulted some authorities. 
In Thomas's Medical Dictionary he found that the name 
specific is applied to medicines which are supposed to be of 
infallible efficacy given in a particular form. The United 
States Dispensatory defines specifics as medicines which have 
a direct curative influence on certain individual diseases. 
Having also quoted the definition of the word as given in 
Foster's Cyclopaedia, he said that if we accepted the views 
presented we would be obliged to exclude from the category 
of specifics several of the most important remedies referred 
to by Dr. Smith. We give quinine in malarial infection, 
he went on to say, because it destroys the Plasmodium. We 
give creosote in pulmonary tuberculosis because it inhibits 
the bacillus. Specifics other than drugs are sometimes men- 
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tioned. Thus, climate is spoken of as a specific for dyspep- 
sia, etc. Again, methods of treatment are called specifics, as 
hydro-theraphy for rheumatism, and homoeopathy for 
whooping cough, tonsillitis, and other affections. 

The Day of So-Called Specifics is Past — For his own 
part, he thought we had very little use for this name in mod- 
ern medicine. It was a survival from the dark history of 
the past, when the iron finger ring and the carrying of a 
horse-chestnut were regarded as specifics for rheumatism, 
and the amber necklace as a "sure cure" for fits. Every ad- 
vertising charlatan claims specific virtues for his wares, and 
all the various cults that their systems are panaceas for the 
ills of the human race. For two thousand years the medical 
profession, with eager but weary footsteps, have pressed 
along the path of empirical knowledge, looking for specifics, 
only to be disappointed in the end. Most of the specific sys- 
tems of treatment, as well as many of the much vaunted 
"specific" drugs of the past have sunk into merited oblivion. 
That most virile of modern specific cults, with its doctrines 
of infinitesimal doses and similia similibus curantur, is also 
gradually passing away. In support of this statement Dr. 
Crook presented the statistics quoted by Dr. H. C. Wood 
from the most reliable homoeopathic sources, showing 
that in Great Britain and Ireland, notwithstanding the 
great increase in population and in the number of regular 
physicians, the number of homoeopathic practitioners had 
decreased 25 per cent, in twenty-five years. In Germany 
also, where the sect originated, it showed an equally marked 
decline, and it was a significant circumstance that it was 
most flourishing in Spain, a country whose people were of 
the lowest range of intelligence. In the United States 
homoeopathy was perhaps holding its own; but it was an 
unquestioned fact that here its most enlightened and pro- 
gressive exponents were not following out either of its two 
distinctive principles. Founded on error, the system must 
pass away, and he was convinced that in a few years hence 
we should know it no more. 

So-Called Specifics. — At the present day there were a 
number of remedies which were looked upon as specifics, as 
for instance sodium salicylate and creosote carbonate; but 
it was a question whether they might not in the coming years 
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be r^arded in the same light as so many of the so-called 
specifics of the past. One of these that had had the greatest 
vogue was potassium chlorate, long believed to be a specific 
for diphtheria. For seventy-five years it was used all over 
the world in the treatment of membranous disease of the 
throat. By many it was ccmsidered to have a local curative 
action, while others thought that it became decomposed in 
the system, and that the benefit supposed to be derived from 
it was due to the nascent oxygen thus liberated. It was now 
known, however, that potassium chlorate is decomposed only 
at a white heat. There was no evidence that it ever really 
did any good in diphtheria. It might perhaps have a slight 
favorable influence as regards the mucous membrane; but 
one- of the recognized dangers in the disease was kidney 
complication, and it had been distinctly proved that this agent 
is an active renal irritant. It was a question, therefore, 
whether it did not do more harm than good. 

Hope for the Future in Rational Therapeutics. — ^We have 
had an experience of over two thousand years with the em- 
pirical or experimental method. Our hope for the future lies 
in rational therapeutics. It should be our aim to use rem- 
edies for certain definite purposes which they are known to 
accomplish. Thus, we know that nitroglycerin will cause 
dilatation of the blood vessels. It can be depended upon with 
confidence for that indication, and this kind of therapy can- 
not be overthrown. We have, of course, learned much from 
the past; but while we should hold fast to everjrthing that 
has been really gained by empiricism, we must look for fu- 
ture advances to the scientific study of the cause and nature 
of disease and of the physiological effects of the remedies 
we use. 

The Germ Theory and the Advances Caused by It. — Dr^ 
Egbert Le Fevre said that those who came into the profes- 
sion before the day of the germ theory could well remember 
that when it received the endorsement of the scientific world 
much of the therapeutics which they had been taught, based 
on the then accepted etiology of various diseases, fell to the 
ground. Still, that which was true remained. The avowed 
disbelief of the last fifteen or twenty years is passing away. 
At the present time, it is to be feared, we are going a little 
too far in looking upon the germ theory as the one thing to 
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be considered. The personal factor, the natural resistance, 
ought not to be overlooked; and many diseases are self- 
limited. 

The Treatment of Pneumonia. — In the treatment of pneu- 
monia he had used the salicylate of sodium and also the car- 
bonate of creosote. He had to confess, however, that he 
felt some hesitancy in pushing these remedies to the full 
limit advised by some writers. The temperature fell by 
lysis and a fair proportion of the patients recovered; and 
yet he could not but think that for the most part they would 
have done quite as well without such treatment. He was 
therefore still in doubt as to its efficacy. It was essential, 
he thought, that there should be a certain percentage of the 
agent in the blood before we could get the germicidal eflfect 
of salicylate of sodium. It reached the alveoli as salicylic 
acid, not as salicylate. The carbonate of creosote, so far as 
he was able to judge, seemed to have a favorable effect on 
certain of the septic symptoms of pneumonia. As to creo- 
sote in phthisis, he had had a large experience in the con- 
sumptive wards of St. Luke's Hospital. No change in the 
number of bacilli was observed under its use. It seemed to 
him that with our present knowledge there was some danger 
in putting such remedies as creosote and the salicylate of 
sodium forward as specifics. He would answer in the nega- 
tive the question. Should every case of pneumonia be treated 
with them? A large number of cases did perfectly well 
under the expectant plan of treatment, and he believed that 
there was a certain amount of risk in using the salicylate 
especially. 

The Use of Creosote. — ^Dr, Beverley Robinson said that 
he had the greatest possible admiration for Dr. Smith, and 
yet, while he could not but acknowledge the courage and in- 
tellect displayed in his paper, he felt obliged to differ from 
him entirely. He could readily understand the point of 
view from which Dr. Smith regarded the matter, and he be- 
lieved that there was a certain amount of truth in the propo- 
sitions that he had advanced, but he could by no means ac- 
cept the conclusions reached. As regards himself, there was 
a point of priority which he desired to claim. Four years 
ago, on February i8, he had read a paper on pneumonia be- 
fore the Practitioners' Society in which he had treated of 
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the use of creosote, and as long ago as 1878, in a lecture 
given at Bellevue Hospital he had spoken of this agent. The 
views advanced were based on the teachings of Bouchat, and 
since then he had not found much that was new as regards 
its use in pneumonia and phthisis. The German writers 
seemed also to have derived their knowledge from Bouchat. 

He believed that creosote was about the best anti-catarrhal 
agent that we possessed. It also had perhaps a certain 
amount of antiseptic quality. He knew of no agent that 
could be vaporized in the sick-room which does less harm. 
Not only this, but it seemed to do a considerable amount of 
good. As to the action of the so-called specific treatment, 
he could not say whether we hurt or kill the microbe, wheth- 
er we interfere with the toxins produced by the microbe, or 
whether we strengthen the resisting power of the individual 
by building up cell-life. On this matter he felt unable to 
express any opinion. As to creosotol, he had no reason to 
believe that it was in any way superior to beechwood creo- 
sote. Personally he did not give large doses. He did not 
think it was right, and the stomach would not tolerate them. 
He certainly would not take 150 grains of carbolic acid him- 
self. He believed the best way of getting creosote into the 
body was by means of inhalation. He did not employ it 
when the lung had become consolidated because he did not 
think it would then do any good. Before consolidation had 
occurred, however, it was likely to be of service. In bron- 
chitis or threatened broncho-pneumonia, and in commencing 
croupous pneumonia, it was his practice to employ vaporized 
creosote in the room. If it produced headache or other 
disagreeable effects he discontinued it. 

The Contagiousness of Pneumonia, — Vaporized creosote 
was also the best protective agent for all those who had to be 
in the sick-room. In many cases of pneumonia there was 
clearly a contagious element, such as was apparent in the 
present outbreak at the Groton School. Physicians and 
others who saw many cases of pneumonia, he believed, often 
took a certain amount of the poison into their systems, which^ 
while not sufficient to give rise to the disease itself under 
ordinary circumstances, was capable of decidedly affecting 
their condition. He did not believe that we could have a 
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specific in pneumonia because the cases differed so greatly 
in character. 

Preventive Medicine. — Dr. R. E. Van Gieson said that 
conservative men had been forced to take the position that, 
whether the disease were treated empirically or scientifically, 
whenever a drug had been found to do good, they would 
stick to it. In therapeutics the tendency at the present day 
was towards prevention. Many diseases were preventable. 
How many of them; for instance, were due to errors in diet. 
It is not likely that we shall ever be able to dispense with a 
system of healing which is founded upon symptomatology, 
but for the present at least, and perhaps for the future, our 
serious attention and study must be directed towards that 
branch of therapeutics which is based upon pathology and 
which claims to be both curative and immunizing. Since the 
discovery of the tubercle bacillus an- immense impetus has 
been given to bacteriological research, and the germ theory 
of disease has largely superseded our former ideas of etiol- 
ogy. We must not be so conservative as to ignore facts. 
He thought it most unfortunate that the announcement of 
Koch's tuberculin had been made to the world prematurely. 
In consequence it had failed to receive the recognition which 
it really deserved. 

Serum Therapy, — It seemed to be a fact that every mi- 
crobe has the capacity for developing its own antitoxin, and 
on this were based the methods of serum therapy now in 
use. Personally he had looked upon the advent of diphthe- 
ria antitoxin with suspicion. He was not convinced by the 
statistics brought forward in its favor, because they did not 
record parallel cases, and were therefore unreliable. Con- 
sequently he made an investigation of the matter himself, 
and the result was that he now felt perfectly confident that 
as far as diphtheria is concerned we are approaching a spe- 
cific. He believed also that other infectious diseases would 
be benefitted and conquered in the same way as diphtheria. 
As to diphtheria antitoxin there was only one time to ad- 
minister it, so as to be of benefit, and that was at once. Do 
not wait for the result of a microscopic examination before 
resorting to it. In most cases a correct diagfnosis can be 
made without this, and even should any particular case prove 
to be not one of true diphtheria, the antitoxin will do no harm. 



Digitized by 



Google 



— 124 — 

From his own personal experience he could assert positively 
that when used within the first twenty-four hours tiiis agent 
was almost invariably successful. On the second day the re- 
sults were less favorable, and on the third day the percentage 
of successes was small. On the fourth day there was a pos- 
sibility of its success, but after the fifth day It was of no use 
whatever. In the employment of tuberculin the methods 
had been improved, and he believed that the day was not dis- 
tant when it would be generally recognized as having a dis- 
tinct field of usefulness. He felt convinced, however, that it 
would never be of benefit except in the early stages of tuber- 
culosis. 

The Importance of Understanding the Physiological- 
Chemical Actions of Specific Remedies. — ^Dr. Homer Wake- 
field spoke as follows : 

The definition of the term "specifics in medicine," on which 
I will base my remarks this evening, is : — ^An agent possess- 
ing a definite, unvarying and constant remedial action, upon 
a definite pathogenic condition or entity, and in the absence 
of which I can conceive of no specific treatment. Many 
failures in obtaining a uniformity in physiological results, 
from remedial measures, arise from errors in the conception 
of the actual physiological functions involved. For example, 
salicylate of sodium, which has so long been conceded to be 
a specific for some hypothetical rheumatic poison, I have 
found in my prSlctice to be most efficacious as a rheumatic 
remedy, when administered with food, or immediately pre- 
ceding or soon following it. And I have found it especially 
potent in complicating cases of gastric atony and dilatation ; 
all of which convinces me that it acts principally as an anti- 
ferment, and thereby as a prophylactic against acid products 
of gastric fermentation. This adds to the evidence that rheu- 
matism is a disease of acid intoxication, and the successful 
use of creosote, carbolic acid, napthalin, and other similar 
agents in such diseases is further confirmatory of the value 
of gastric and intestinal antif erments in its treatment. The 
fact that Michaels (Phil. Med. Jour., May 5, 1900) and 
others have opened a number of rheumatic joints and found 
no micro-organisms indicates that bacteria are not constantly 
present, are probably of secondary occurrence when they do 
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occur, and therefore cannot be admitted to be the causative 
factor. 

Phosphorus, arsenic, alcohol and similar agents of which 
we have ever had a vague idea, as general tonics and con- 
servers of nutrition, there is, I think, ample evidence to prove 
to be oxidants pure and simple. These agents suflfer com- 
bustion in the liver, and an ideal specific action is derived ac- 
cordingly as the various agents are administered in varying 
doses, and separately, or with food. Very interesting clin- 
ical studies show that phosphorus in large (toxic) doses dis- 
plays all of the attributes of an hepatic oxidant, thus lower- 
ing peripheral oxidation and interstitial nutrition, and yet in 
medicinal doses it appears to prove the claims of Spitzer, 
forming nucleo-proteids and supporting tissue oxidation act- 
ing as cell nuclei, enhancing general metabolism. Arsenic 
will raise hepatic and lower peripheral combustion exactly 
to the extent of its ingestion. If injected hypodermically it 
has the opposite effect, thus enhancing peripheral oxidation. 
If injected into an oxidatively inactive malignant growth it 
remains inert until the tissues of the growth are caused to be 
oxidized by the undulation of the violet or X rays, when it 
lends power to the process; and even when arsenic is ap- 
plied externally to superficial malignant growths its oxidiz- 
ing action upon the superannuated cells of the growth is 
remarkable, but is inert upon the normally oxidized sur- 
rounding tissues. 

Thus we have at our command specific remedies of re- 
markable potency if we analyze their physiological-chemical 
actions and administer them intelligently to obtain results in 
accordance therewith. It appears very definite to me that 
hepatic cirrhosis, fatty degeneration, etc., are well defined 
manifestations of divers degrees of hyper-oxidation in the 
liver, of acids, alcohol, arsenic, phosphorus, etc. We are, I 
think, warranted in concluding that the principal action of 
this class of agents is as oxidants, and as such their thera- 
peutic results are constant, and they are therefore specific. 
Many remedies and combinations tfiat have depended en- 
tirely or mostly upon antacid and antiferment properties, in 
the past, have had the therapeutic action attributed to other 
and often vag^e virtues, and as such were often disappoint- 
ing, while their actual results were uniform and constant, 
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though unknown. Colchicum in gout has been accorded the 
dignity of a specific, and as such it has been so unreliable 
that it has been dropped from the pharmacopea and again 
reinserted many times. In my hands it is only a specific in 
lowering high arterial pressure and incidently relieving pain 
and other co-incident symptoms. It is evident that if medi- 
cine is ever to be reduced to a specific basis, the new system 
will depend upon a therapy of an absolute physiology and 
pathology, and not upon the present disease nomenclature. 

Carbolic Acid in Iniiuenza. — ^Dr. S. H. Dessau said that 
in the beginning he had the same impression as to the value 
of carbolic acid as a specific as at present. Many years ago 
he tried it for a time, but on account of the prevalent preju- 
dice against it, he gave it up. Six years ago, however, he 
again took up its employment, and since then he had used it 
constantly and freely, principally among children. Person- 
ally he had taken as much as 12 drops every two hours with- 
out experiencing any trouble with the kidneys, or other un- 
pleasant results. He had given it to thousands of children 
and never met with an accident from it. The only idiosyn- 
crasy he had noticed was that it would make some children 
vomit. He was accustomed to prescribe it in a 5 per cent, 
solution, one drachm of which would contain three drops of 
chemically pure acid. He had always employed it on the 
ground of its supposed action as an internal antiseptic. In 
cases of modified influenza with subacute bronchitis there 
was often an irritative cough which was very persistent and 
troublesome. Formerly he had found it very baffling and 
had tried many remedies for its relief, without success. 
Finally he hit upon carbolic acid, and had found that it acted 
most admirably. The reasoning that led him to try it was 
this : Influenza is an infectious disease. Carbolic acid is a 
type of the antiseptics used in surgery. Why should it not 
also prove of service when given internally in an affection of 
this kind? He wished to say in addition that he had em7 
ployed it with success in typical cases of influenza. 

What is Meant by Specific Remedies. — Dr. Smith closed 
the discussion. By a specific, he said, he meant something 
different from what seemed to be understood as such by 
some of those who had spoken. In any specific disease (that 
is, one depending upon a specific cause), any remedy which 
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is intelligently directed towards the removal of, or which 
inhibits, the cause, is a specific remedy. As yet we did not 
at all know the limit to which we could carry these things, 
but he thought ive were learning. The benefit derived from' 
this method of treatment was constantly increasing, and 
he believed it would be even greater in the future. Refer- 
ring to the testimony of Dr. Dessau and Dr. Wigglesworth, 
he said that these were facts which we could not evade. The 
common tendency in scarlet fever to renal complication was 
universally recognized, and yet, under the carbolic treat- 
ment, in thousands of cases extending over a period of 
twenty years, Wigglesworth had found only three cases of 
kidney trouble. What he pleaded for. Dr. Smith said in 
conclusion, was an open-minded condition. 
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THE INDICATIONS FOR OPERATIVE INTERFER- 
ENCE IN TUBERCULOUS GROWTHS 
IN THE LARYNX. 
Dr. W. Freudenthal presented specimens of tuberculous 
masses removed from the larynx of a male patient 26 years of 
age who had been in ill health for two years and who had 
at the present time cavities in the lungs. He stated that the 
tuberculous infiltration in the larynx involved the right ven- 
tricular band, and made some remarks on the indications for 
operative interference in such cases. In 29 cases of curett- 
age of the larynx for tuberculous infiltration which he had 
published some time ago 18 remained entirely unimproved, 
7 improved slowly, and 4 showed improvement almost im- 
mediately after the operation. There were two indications 
for operative interference, namely: (i) Dyspnoea, and (2) 
pain and dysphagia which cannot be otherwise relieved. In 
many cases the pain, which was apt to be very intense, could 
be efficiently relieved by simple intra-laryngeal applications, 
and the one which he had found most satisfactory was an 
emulsion of menthol and orthoform. In some instances, how- 
ever, it was impossible to effectually reach the parts aflfected, 
so that the alleviating medicament could not be absorbed in 
loco, and it was these cases in which curettage became neces- 
sary. The operation was a very simple one and almost as 
easy to perform as excision of the tonsils. In the present 
case two operations had been required. After he had re- 
moved some masses of the patient's larynx high fever set 
in, and within a week infiltration came back. After the 
second operation, however, there had been no recurrence 
of the infiltration, and four weeks had now elapsed. 

THE INDUCTION OF PREMATURE LABOR. 
The paper of the evening was read by Dr. Henry C. 
CoE, on this subject. He said he had chosen a familiar 
theme for the purpose of emphasizing the fact that in our 
anxiety to improve upon existing methods we are apt to 
undervalue those which have stood the test of experience. 
He could not accept without protest the growing tendency 
to extend the indications for operative midwifery, so that 
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it may keep pace with the development of modem surgery. 
Whatever the explanation might be, it was clear that the 
field of obstetric surgery had been greatly extended during 
the past decade, as shown by the attention bestowed upon 
it by all the recent text-books, and the practitioner could 
not be indifferent to the fact that midwifery is no longer 
an art, but a science as well. 

The care of the pregnant female includes more than the 
perfunctory treatment of her minor ailments and an occa- 
sional superficial examination of her urine, while no atten- 
tion is paid to her pelvis or to the size and position of the 
foetus until labor actually commences. Only by careful ob- 
servation during the latter months of pregnancy can we 
recognize the danger-signals, anticipate serious complica- 
tions, and thus guide to a fortunate conclusion a case which 
might otherwise terminate disastrously. In regard to the 
induction of premature labor Dr. Coe said he desired to 
limit the discussion to those cases in which the natural labor 
is anticipated by a month or less, primarily in the interests 
of the mother, but also with the view of saving the foetus 
at a time when there can be no question as to its viability. 
Such interference with pregnancy was not to be lightly 
undertaken, nor was it entirely free from risk. It was an 
operation, and was to be conducted like one. It was not 
his plan to discuss all the obvious indications for the pro- 
cedure laid down in the books, but to confine himself to 
cases in which the mother is in good health up to the latter 
weeks of pregnancy, and the foetus alive. Habitual death 
of the foetus in the last month would naturally furnish a 
clear indication, provided, of course, that antisyphilitic 
treatment had been pushed without success. The two indi- 
cations he regarded of most practical importance were 
renal insufficiency and a disproportion between the head 
and the parturient canal. 

If there was any clinical fact that had been impressed 
upon his mind it was that uraemic symptoms, like the dis- 
charges in uterine cancer, usually represent, not an initial 
process, but a culmination. Progressive diminution in the 
the amount of urea (with or without the appearance of 
casts), in spite of dietetic and . medicinal treatment, is a 
clear indication of impending danger. If we wait for evi- 
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dences of general toxaemia, for headache, oedema, dyspnoea 
and the familiar train of symptoms, we may wait too long. 
Within the past year Dr. Coe had had six cases in which 
labor was successfully induced on the indication of per- 
sistent and progressive diminution of urea during the last 
month. While an occasional trace of albumin and a few 
casts appeared in two or three, the amount of urine was 
seldom diminished below 600 or 800 c. c. ; but the evident 
toxaemic condition was the thing which in his opinion justi- 
fied interference. It was not to be forgotten, either, that 
the child was in jeopardy also, from the vitiated state of 
the mother's blood. In private practice particularly, pa- 
tients were usually averse to interference when they felt per- 
fectly well, but he had never found the objections raised 
by them or their families insuperable, especially when other 
counsel was obtained, as should always be the case. 

The other common indication, disproportion between the 
head and pelvis, is not so clear, and its recognition requires 
frequent examinations after the seventh month, careful 
pelvic measurements, and attempts to estimate the relative 
size of the head and its adaptation to the parturient canal. 
This does not apply to obvious pelvic contraction, but to 
those minor degrees of antero-posterior flattening, marked 
false promontory, etc., which would possess no importance 
if the child were of medium size. If the foetus is plainly 
above the average size and the mother is suffering from 
severe pressure symptoms, the propriety of interference a 
fortnight before term may be reasonably entertained; 
but in the case of primiparae particularly the matter is 
often a very difiicult one to decide. That the operation may 
easily be abused cannot but be admitted. It presupposes a 
careful and conscientious study of the conditions and a 
cleai- understanding on the part of the mother that the in- 
terests of the child are to be considered as well as her own. 

The prognosis for the mother, so far as the risks of the 
operation and subsequent labor are concerned, may be an 
entirely favorable one ; in reference to the child it should be 
more guarded, especially in , uraemic (or more properly 
toxaemic) cases. It must be impressed on the family that 
the foetus is premature, and that it will require especial 
care for several weeks. 
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As regards technique, the writer said that while there 
was a good deal of room for improvement upon existing 
methods, he regretted that he had nothing new to offer. 
In the class of cases referred to, in which the aim was 
simply to anticipate, not to precipitate delivery, he assumed 
that the object was to imitate nature as closely as possible 
by causing a softening and dilatation of the lower segment 
of the uterus, as well as intermittent contraction of the 
organ. The former was much more important than the 
latter, especially in view of the necessity for rapid emptying 
of the uterus which might arise. In premature labor vio- 
lent contractions with a rigid, undilated cervix, and per- 
haps escape of the amniotic fluid, would naturally be a most 
undesirable result; and it was therefore a matter of sur- 
prise to find so high an authority as Hirst advocating the 
old practice of introducing a bougie into the uterus as the 
only method to be commended. Personally, he had aban- 
doned this procedure, as it had proved very unsatisfactory in 
his hands. It was objectionable, both on account of the 
danger of premature rupture of the membranes, and be- 
cause of the uncertainty of its action. 

In his own practice he had found the best method to be 
use of the gauze tamponade. Instead, however, of em- 
ploying five or six feet of gauze, as was commonly taught, 
he rarely inserted less than five or six yards ; his aim being 
to thoroughly distend the lower segment. The points 
which he emphasized in the operation were, rigid asepsis, a 
good light, sufficient assistance, and control of the patient. 
An anaesthetic might, or might not be necessary. If it was, 
nitrous oxide or chloroform, in skilled hands, was em- 
ployed. A careful preliminary examination was advisable. 
That it was important to locate the placenta, and also to 
push the gauze along the posterior uterine wall was illus- 
trated by a case of accidental hemorrhage recently reported 
by him in which a low-placed placenta on the anterior wall 
was partly detached, after labor began, probably by pressure 
of the gauze tampon. In order to avoid rupturing the 
membranes, the gauze must not be pushed in with too great 
force. Not much progress is expected for twenty-four 
hours, and the patient is allowed to be up and about. 
Quinine is pushed to the extent of ten grains every six 
hours, with 1-40 grain of strychnine. (It is Dr. Coe's 
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routine practice to give strychnine during the last three 
months of pregnancy.) If pains are slight and irregular, 
the gauze may be left thirty-six hours, but is usually re- 
moved earlier, a good-sized Barnes' bag being substituted 
for it, if necessary. Since he has been using quinine, he 
has not once had occasion to introduce a bag, the labor 
progressing favorably without this assistance. 

Should the condition of the mother or the interests of 
the foetus render it imwise to prolong the period of waiting, 
the opportunity for manual dilatation is now most favorable, 
owing to the softening of the tissues from the continuous 
pressure of the tampon. Under anaesthesia the cervix may 
be dilated by the Edgar method and labor then be allowed to 
proceed, or, if more rapid delivery is deemed advisable, 
version may be performed, after thorough dilatation and par- 
alyzation of the sphincter muscle. Dr. Coe said he had been 
tempted to try the mild faradic current to assist the action 
of the tamponade, but had hesitated to do so on account of 
the suggested objection (for which he could not see good 
reason) that the foetus might be imperilled. Having re- 
ferred to some of the reasons why the artificial induction of 
labor was not resorted to more frequently by the profession, 
he said that the real reason why elective obstetrics is still in 
its infancy is that we do not yet fully appreciate the fact 
that our responsibility to the pregnant female begins long 
before parturition. This, indeed, is the essential difference 
between the role of the scientific physician and that of the 
midwife. 

DISCUSSION. 

Dr. J. Clifton Edgar said that the toxaemia of preg- 
nancy was a condition in which the examination of the urine 
cannot be depended upon. An attack of eclampsia may 
prove fatal, or, if the patient survives one attack, a subse- 
quent one may destroy life. The only difficulty is about 
the second of the two classes of cases to which Dr. G)e 
confined Us remarks. Here the question of interference 
constitutes one of the hardest problems met with in obstet- 
rics, notwithstanding the improvement in methods of ex- 
amination. In 19 cases of induction of premature labor 
occurring in 2,200 obstetrical cases in two lying-in hospitals, 
the mortality was nil among the mothers, and but one child 
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was lost. The principal danger to the mother is from 
sepsis, and asepsis is therefore absolutely necessary in per- 
forming the operation. One danger to the fcetus not men- 
tioned in the paper is from asphyxia. Any foreign sub- 
stance that is introduced into the uterus must interfere to 
a greater or less extent with the placental circulation, and, 
consequently, in artificially induced labor, the child suffers 
from greater danger than in normal labor. 

Methods of Operating. — As to the methods of inducing 
premature labor, he was familiar with Hirst's advocacy of 
the time-honored bougie, and was also familiar with the 
statement that in a large proportion of cases the bougie 
was a failure. He himself used the bougie, but he did so 
in combination with the packing of the lower segment of 
the uterus with gauze. It had been his experience, without 
exception, that in a few hours labor would supervene. Even 
in sluggish cases labor will terminate without any other 
interference. Accidents, indeed, have occasionally hap- 
pened, as, for instance, the separation of the placenta with 
resulting hemorrhage ; but they are so infrequent as hardly 
to be taken into consideration. He was now accustomed to 
use, very often, not one bougie, but two, in opposite sides 
of the uterus, and generally the labor thus brought on was 
an active, not a sluggish, one. Sterile glycerin had for one 
reason or another fallen into disuse as a means for inducing 
labor. It was his practice, however, to use it in addition to 
the others mentioned ; saturating the gauze tamponade with 
it, but limiting the amount employed. His method, there- 
fore, consisted of three parts: (i) one or two bougies, (2) 
packing the lower uterine segment with gauze, and (3) 
saturating the gauze with sterile glycerin. 

Quinine and Strychnine. — ^He was in accord with Dr, 
Coe as to the good effect of both quinine and strychnine. 
The strychnine was useful as a preparation for labor, and 
he was accustomed to give injections of one-tenth of a grain 
in the second stage, as well as in the first. 

Dr. Egbert H. Grandin said that in considering the 
subject as limited in the paper, it was found that the induc- 
tion of premature labor was called for in: (i) contracted 
pelvis, the end in view being a viable child; and (2) the 
toxaemia of pregnancy and placenta praevia, the end in view 
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being a live woman. In the first class of cases there was 
no need of haste, and we could go about the matter in a 
leisurely way. In the second there might be the most 
urgent necessity for prompt action. 

Minor Contractions of the Pelvis. — When pelvimitry re- 
vealed a major contraction of the pelvis, Caesarian section 
or symphyseotomy was required. In the case of minor 
contractions we should watch the patient carefully, and as 
soon as the presenting part of the foetus failed to engage in 
the pelvic inlet, take into consideration the propriety of 
bringing on labor. We must ascertain, as accurately as 
possible, the size of the canal and the size of the foetal head, 
and weigh with care the question whether there is a dis- 
proportion between the two which calls for interference. 
For this purpose anaesthesia is often requisite. Having 
made up our mind to operate, we are ^t liberty to use slow 
methods, what may be termed antiquated methods, such 
as the bougie and glycerin. They are allowable, provided 
asepsis is maintained, but they are altogether too slow, very 
likely requiring three or four days. Dr. Grandin said that 
there seemed to be some practitioners who were still wedded 
to the cobwebs of the past, but for his part he had long 
since discarded them. The objections to the bougie are: 
(i) The difficulty of securing asepsis; (2) the danger of 
separating the placenta or rupturing the membranes, and, 
(3) their great unreliability. 

The Best Method. — ^The method which above all he pre- 
ferred was the insertion of gauze into the uterus. The 
method was not ideal, but the best we yet had. He always 
made use of this under anaesthesia, always by sight and not 
by touch, and always with strict regard to perfect asepsis. 
The gauze packing was followed by manual dilatation if the 
case were urgent; otherwise, contractions having been 
evoked, the progress of the case was left to nature. He 
had found glycerin uncertain, and neither faradism or gal- 
vanism were of any value. Barnes' bags might permips 
sometimes answer, but if they had been kept for any time 
would very likely prove worse than useless, soft rubber 
being so liable to crack under these circumstances. Gauze 
we could always get. The object desired was to excite 
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uterine contractions, and all recognized the prime necessity 
of asepsis. 

Placenta Praevia and Toxaemia of Pregnancy. — In the 
second category he would place placenta praevia as well as 
toxsemia of pr^nancy. He believed that as soon as the 
diagnosis of the former had been made the uterus should 
be emptied, regardless of the viability of the child. When 
the condition is discovered it may perhaps be too late to 
save even the mother, but as soon as it is found that the 
woman is in peril she should be given an anaesthetic and 
version and extraction be practised at the earliest possible 
moment. It may be that we shall have a live child as well 
as a live mother. In regard to the toxaemia of pregnancy, 
he was free to confess that at the present time he was 
very undecided in his own mind. Formerly he had thought 
that when the amount of urea was progressively diminish- 
ing, the danger point had come ; but of late he had had two 
cases in which this had occurred, and yet both patients had 
been delivered at term without eclampsia or other compli- 
cation. In these cases there were found in the urine neither 
albumin or casts, but simply a diminution of urea. He said 
he used always to induce labor when the urea fell and re- 
mained at a low point, notwithstanding a strict milk diet 
and other appropriate treatment ; but now he felt somewhat 
undecided as to how to act. He would be inclined to leave 
such a case to nature, and should the symptoms indicate 
impending danger give an anaesthetic, practise manual dila- 
tation, and deliver as quickly as possible. The etiology of 
eclampsia was not at all settled. He was satisfied it was not 
founded on albuminuria, or urea, but that we were dealing 
with a mixed toxin in part emanating from kidneys, in part 
from liver and intestinal canal, in part, perhaps, manufac- 
tured by the foetus. 

Recapitulation, — To recapitulate : The objections to the 
bougie are: (i) It is difficult to render aseptic; (2) it may 
cause separation of the placenta, giving rise to concealed 
hemorrhage; (3) it may rupture the membranes. It should 
never be the operation of choice, particularly in toxaemia and 
placenta praevia. Objections to glycerin: (i) Often its 
use is followed by nephritis; (2) it is very uncertain. Gal- 
vanism and faradism are absolutely useless. Finally, the 



Digiti 



zed by Google 



— 137 — 

best method at present is the gauze tamponade, employed 
for the purpose of softening the lower uterine segment and 
thiis bringing on labor in a natural manner. Quinine is of 
no value if uterine contractions be not present; if the con- 
tractions have already commenced it is of decided service 
in accelerating them. Strychnine is useful in the last months 
of pregnancy as a tonic. 

Dr. Charles Jewett gave some statistics showing the 
safety of the operation, and went on to say that in hospital 
practice there was not much opportunity to induce prema- 
ture labor because the patients, as a rule, came in such a 
short time before full term. In his private practice when 
there was only slight contraction of the pelvis, it was his 
custom to wait until the head no longer engaged at the 
pelvic inlet, and such cases could usually be carried well 
into the ninth month. 

The Bougie Preferred, — He said he was an advocate of 
the bougie. He generally used two bougies, of the size of 
No. 12, English scale, and provided with the stilette. No 
aseptic preparations were made except the internal, and no 
anaesthetic was administered. A Sims speculum was intro- 
duced before commencing the procedure, and force was 
carefully avoided in pushing up the bougies. Afterward 
the stilette was withdrawn. Practically he never had a 
rupture of the membranes. Labor might certainly be ex- 
pected to come on in twenty-four hours, and in most of his 
cases it was actually completed within this time. This 
method had proved very satisfa^ory in his hands, while 
tamponing the cervix had not done so. The glycerin tam- 
pon, as employed in combination with bougies by Dr. Edgar, 
he thought might be an advantage. Manual dilatation was 
undoubtedly called for in cases of great emergency; but 
when a choice of methods was permissible he preferred not 
to use it. It inflicted a certain amount of traumatism, and 
after it the patient's condition was not as good when she got 
up as in cases where it was not resorted to. 

Manual Dilatation on Account of Special Conditions. — 
Dr. J. Milton Mabbott said that in a case recently met 
with he had had to employ manual dilatation for a special 
reason. The patient had a very marked degree of endo- 
cervicitis and a great deal of leucorrhoea, so that the urine 
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was loaded with pus. He practised rapid manual dilata- 
tion under an anaesthetic, as he did not feel justified in re- 
sorting to other methods on account of the condition 
present. The cervix was already considerably softened in 
consequence of this, and the dilatation was completed in 
exactly thirty-nine minutes, although he was not working 
against time. In this case there was a prolapse of the cord, 
which ceased beating before the rupture of the membranes. 
He had expected to use the forceps, but under the circum- 
stances he employed version instead,' and the delivery was 
finished in an hour. 

The Advantages of De Ribes' Dilator. — Dr. James Ives 
Edgerton said that the Barnes bag could not be depended 
upon, but with De Ribes' bag we certainly got the dflatation 
the size of the dilator. He had used this appliance in four- 
teen cases, and in all of them labor was brought on within 
six hours. He preferred it decidedly to the catheter, which 
very often ruptured the membranes. Besides, the latter 
could not be depended upon, as labor might not be started 
up in forty-eight hours when it was employed. In five of 
the cases mentioned labor was prematurely induced on ac- 
count of decreased urea and toxaemia, in three the mem- 
branes ruptured prematurely, but without bringing on any 
pain, and in the others there was a disproportion between 
the fcetal head and the pelvis. The De Ribes bag, he stated 
in conclusion, could be boiled, and thus rendered aseptic. 
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HIGH DEGREE OF MYOPIA CURED BY OPERA- 
TION. 

Dr. Edward Fridenberg presented a patient on whom 
he had operated for the relief of a high degree of myopia. 
The operation consisted of the production of a cataract arti- 
ficially, and its removal, preferably by decision. In this 
instance a second decision had been required. The result 
was completely successful, and the patient, who had not 
been able to wear glasses and who had been obliged to give 
up his occupation (that of a bookbinder) on account of his 
imperfection of sight, had now been enabled to resume his 
work and enjoyed an excellent degree of vision. The oper- 
ation was considered unjustifiable. Dr. Fridenberg said, in 
three classes of cases: (i) Where one eye is blind; (2) 
where there is evidence of active inflammation in the fun- 
dus (involving the choroid or retina) ; (3) in patients over 
forty years of age. The last contra-indication, he thought, 
was somewhat doubtful. 

Dr. William J. Morton read a paper on 
RADIOTHERAPY FOR CANCER AND OTHER 
DISEASES. 

After stating that our new medicine is not one built on 
theories, but rather one which keeps pace, step by step, with 
the unravelling of the physical problems of matter, he went 
on to say-: 

It is admitted to-day that the X-ray has in a certain 
number of instances cured cases of every form of malig- 
nant growth and that it cures lupus. Also eczema, psoria- 
sis, prurigo, acne vulgaris, sycosis, favus, rosacea, and 
tuberculous foci have been cured by the X-ray. If we go 
no further than this^ we are at once struck by the fact that 
it is in just those diseases and conditions least amenable to 
our former treatment that the X-ray scores its most signal 
successes. But the X-ray has also a promise of extreme 
utility in pulmonary tuberculosis ; it has a remarkable eflEect 
in relieving pain ; it assists in healing bums, wounds, ulcers, 
and sores, and its curative effects reach internal diseases. 



Digiti 



zed by Google 



— 140 — 

/. Technique, — ^The therapeutic use of the X-radiation is 
based upon the fundamental fact that this radiation exerts a 
specific influence upon the life-processes of animal and veg- 
etable tissue. This influence is beyond dispute: it is most 
openly manifested when exerted upon the integument, but 
laboratory experiments show beyond question that small 
animals, like mice and guinea pigs, weeks after irradiation, 
unnoticed by them at the time, suffer internal structural 
changes, which even end in their death, and may be like- 
wise demonstrated post mortem. These structural changes 
are invariably of the type of ordinary inflammation. The 
sole point I wish to emphasize here, and it is an important 
one, is that Radiotherapy is by no means, as seems to be 
commonly believed, to be confined to exterior and superfi- 
cial diseases and conditions, but is equally applicable to 
diseases of the interior, like internal cancer, and, in general, 
to internal diseases. Included in the specific influence of 
X-radiation is also naturally a bactericidal action, which the 
experiments of Rieder and many others have established 
beyond doubt. Granting our basis of a specific influence of 
the type and kind above described, we may next consider: 
(i) The active agency, namely, the X-ray; (2) the disease; 
(3) the source of energy; (4) the vacuum tube; (5) the 
effect of the exposure ; (6) the time and other conditions of 
exposure. 

The X-ray. — ^Antecedent to the production of the X-ray 
is an electric current of high potential, a vacuum tube, and 
the production of a cathode ray. The cathode rays are held 
to be streams of material particles torn off from the n^a- 
tive electrode, each particle not an atom in the usual sense 
of the word, but rather primary atoms of the primary matter 
out of which the ordinary atoms are formed, each primary 
atom or particle constituting a carrier of negative electricity. 
When this cathodic stream strikes the platinum mirror or 
other sort of target, a new sort of radiation is established, 
called by Rontgen the X-radiation. This new radiation is con- 
sidered both by Rontgen and Lenard to be in all probability 
of the same nature as the cathodic stream, differing only in 
the scale of radiation; while, on the other hand, other 
physicists claim that it is ether vibration of the nature of 
light, but of much shorter wave length. Of most interest 
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to those of us who wish to apply the X-rays in practice is 
the view of Professor J. J. Thompson, that they are a mix- 
ture of vibrations, which may be termed "pulsations of the 
ether/' and may be compared to the irregular pulsations of 
the air in producing those sound waves which we term 
"noise." This would account for the very great uncertainty 
which, we cannot deny, exists in the effects of the X-ray 
when utilized for treatment. But whether we regard the 
X-ray as an ether vibration or as a storm of material par- 
ticles, certain it is that, in a given vacuum, it is seldom, for 
any length of time, of one and the same quality. It runs 
up and down a scale whose rates we cannot now determine. 
To add to our uncertainties, we must also take into account 
the S-rays and the Goldstein rays, each, respectively, sec- 
ondary productions of the X and of the cathodic rays. 

It is the X-ray itself which sets up dermatitis, produces 
necrosis, or, when properly used, cures disease. The ca- 
thode rays do not escape from the vacuum tube. I cannot 
believe that, as claimed, the electric pulsations given off 
from the tube exert a harmful influence. On the contrary, 
I believe that they benefit the patient, in accordance with the 
well-known laws of the therapeutic effects of high potential 
currents. In this respect, indeed, they should act as an 
offset to any baleful influence of the X-ray, and possibly, at 
times, to its curative influence. Regarding the electric vi- 
bration, therefore, in this light, I do not consider it essential 
to employ an aluminum grounded screen, or if I should 
employ the screen, it would be for the purpose of cutting 
off the beneficial, not the harmful, effects of the X-ray. 

2. Cancer, — Turning to a consideration of the principal 
disease to which we would apply the X-ray, it would greatly 
hasten therapeutic progress if we had any adequate knowl- 
edge of what the pathology of cancer is. As practitioners, 
therefore, our attitude must be almost entirely empirical 
and clinical, and we must feel our way along with careful 
experimentation and observation. 

3. Source of Electrical Energy. — A Rumpkorff coil, a 
static machine, or an oscillator provides this, with, so far as 
is known, no demonstrable differences in the quality of the 
X-ray produced. 
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4. The Vacuum Tube. — ^The Crookes-Jackson vacuum 
tube with platinum deflector is the universally adopted type 
of tube. It should be provided with a spark-gap device, by 
which the vacuum is lowered by chemicals in an adjunct 
tube, as employed originally by Crookes. Functionating 
tubes may be divided into "soft," "medium soft," and 
"hard." At either end of this scale are the tubes which are 
too soft, namely, contain too much air and do not allow of 
the transformation of the current into X-rays, and the tubes 
which are too hard, namely, contain too little air and cannot 
be penetrated by electrical currents at our present disposal. 

The X-ray from the soft tube possesses but little pene- 
trating power; its shadow picture presents "black bones;" 
its radiation is quickly and superficially absorbed by the 
tissue ; it has slight therapeutic value. 

The X-ray from the medium soft tube transforms most 
of the electrical energy imparted to it into X-ray energy ; its 
shadow picture is sharply defined and the one most com- 
monly desired and obtained ; its radiation has a good pene- 
trating power, though much of it is absorbed by the 
integument; it should, therefore, be employed when we 
wish to produce an eflFect upon the skin. 

The X-ray from the hard tube possesses the most highly 
penetrating power; its shadow picture presents compara- 
tively little contrast, though it does not lack in other 
signs of definition ; its energy is not lost in superficial tissue, 
but is also expended upon the deeper tissues; it should, 
therefore, be employed when we wish to affect the deeper 
parts of the body. 

The sole point to weigh, I imagine, as to this entire 
question of vacuum is, at what part of the patient's body 
do we wish to have a transformation of X-ray energy into 
chemical energy. If in the integument, then we would use 
a medium soft tube; if deeper, a hard tube. Personally, I 
may say, I lean in my preference toward a hard tube in all 
my treatments. 

5. Effect of the Exposure, — ^There is no evidence to jus- 
tify the assumption of an idiosyncrasy on the part of the 
patient to dermatitis, ulceration, or necrosis. We should, 
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however, keep in mind that the skin of the face and hands 
is more susceptible than that of other regions, that tfie 
mucous membrane is more sensitive to the ray than the 
skin, and that areas of existing inflammation are the most 
susceptible. The general effect of an exposure is, as has 
been said, to produce, when carried to extremes, the com- 
mon symptoms of inflammation. When not carried to 
extremes, or when used within other therapeutic limits, I 
suppose the effect to be due to a reaction in the vital tissue 
processes (metabolism)^ ascribable to having set up new 
chemical exchanges. If metabolism is the sum total of all 
the chemical exchanges which take place in a living animal 
organism ; and if, secondly, the X-ray effect is a transforma- 
tion of X-ray energy into chemical energy, then the con- 
clusion seems inevitable that the effect of the X-ray in the 
cure of disease is due to a primary chemical reaction, affect- 
ing in turn the metabolic processes. How far the dissocia- 
tion of the common atom and the molecule into the ion 
enters into this explanation, should be in time easily demon- 
strated. For my own part, I believe that scientific analogy 
points to the action of the X-ray as one of ionization. 
X-ray dermatitis and necrosis are too familiar to require 
description. 

I have noted two rather constant reactions in the treat- 
ment of cancer. The first, occurring in general carcino- 
matous infection, may be termed an early reaction period. 
In this the temperature may rise from i to 2 degrees F., 
the pulse is increased in frequency, and the patient experi- 
ences "nervousness" and unrest and an increase of general 
fugitive pains. But the rule is an immediate cessation of 
pain, and within a few days the disappearance of small 
nodules, to be followed by the later reaction next referred 
to. The late reaction is local and shows itself at any time 
in from one to three weeks, and seems to resemble in this 
respect the familiar effects of dermatitis. This reaction is 
in reality the first objective evidence of a retrogression of 
the new growth (carcinomatous or sarcomatous tumor). 
Cases of failure to secure any improvement in sarcoma 
within eight or nine days have been reported. In all such 
cases the lateness of a possible feaction must be kept in 
mind. 
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6. Time and Other Conditions of Exposure. — The time 
of exposure depends primarily upon the intensity of the 
X-radiation. Our effort should be to standardize every step 
of treatment. If we use a coil, we must know the volts 
and amperes and number of interruptions per second; if a 
static machine, the number and diameter of the plates and 
the number of revolutions per minute. With these data 
an established and constant quantity, we should adopt a 
standard intensity of X-radiation, a standard distance of 
the tube from the patient's skin, and a standard duration 
and frequency of application. Instruments to measure 
fairly well intensity of penetration have already been de- 
vised, based upon Professor Rontgen's original suggestion, 
and we may soon be able to buy them. 

Roughly speaking, I select a tube just beginning to be 
hard (corresponding to from five to seven inches spark-gap 
of the coil), giving a good photographic picture of the 
hand in one minute at a distance of two feet, and equally 
clearly giving a good fluoroscope outline of the skeleton of 
an average man at the same distance. I select a distance 
of eight inches and a duration of from six to eight minutes, 
and give a treatment three times a week. In this manner, 
where sound skin intervenes, I usually get a dermatitis of 
a mild type in from one to two weeks. This dermatitis I 
do not fear, but, on the contrary, anticipate producing. 
But now, instead of stopping treatment, I go right on 
(shifting the central focus of the tube however often) until 
I have converted a bright erythema into a brown and often, 
in brunettes, into a blackish "tan." The patient once prop- 
erly "tanned," it is extraordinary how great an intensity of 
X-ray may be administered. In some of my patients whose 
skin is already tanned as black as a dark mulatto's^ I am 
giving treatment of from eleven to fifteen minutes, three 
times a week, with no harm to the skin. 

However, I wish here to distinctly put myself on record 
as refusing to advise anyone else to "tan" a patient with 
the X-ray. It is a process that each must judge for him- 
self and decide accordingly. It is mainly, however, a ques- 
tion of systematic and standardized technique. It is com- 
monly advised, I am well aware, to cease treatment as soon 
as dermatitis sets in, but for the reasons given above, I have 
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discarded this advice. After the skin has been hardened, 
say at the end of two or three weeks, I give ten to fifteen 
minutes' treatment three times a week. In cases of in- 
ternal cancer it would be impossible to succeed unless we 
could continue in spite of the erythema and tan the patient 
as described. On the whole, as to frequency and intensity 
of treatment I would say, feel your way along the first two 
weeks ; force your way the next two weeks and after. And, 
following this general advice, certain cases of exterior can- 
cer, or interior cases, where the same area of skin is not 
necessarily constantly subjected to radiation, may be X- 
rayed more frequently, and even daily. 

Finally, as a last word in regard to technique, I cannot 
protest too strongly against the submission of a patient 
to X-ray treatment by unskilled hands. There is always 
some danger, even in skilled hands, and likewise uncer- 
tainty enough, but, in unskilled hands, the danger is as 
unpleasant to contemplate as is the report of results ob- 
tained, valueless. In such hands a negative result has no 
meaning, and affirmative result is an accident. It would be 
wise if a school of instruction for X-ray workers could be 
established. 

II. Indications and Observations. — The X-ray worker, 
from his standpoint, may classify his cases naturally, ac- 
cording as they are: (i) Exterior; (2) Interior; (3) 
Operable; (4) Inoperable. 

I. Exterior. — When the disease has involved the skin, 
or the skin has broken down, the case is exterior. When, 
on the other hand, healthy skin covers the new growth or 
other disease, the case is interior. The operable and in- 
operable classification explains itself. In exterior cases, as 
for example, of epithelioma, papilloma, rodent ulcer, lupus, 
etc., the eflfect of the radiation may be closely watched. A 
shield protecting the sound skin is desirable, though I see 
no reason for insulating it. 

In this class of cases the indications of experience thus 
far gained fully justify a resort to the X-ray in preference 
to any other treatment. True, a small and isolated epithe- 
lioma may sometimes be preferably cut out or scraped 
out or be treated by caustics, but, on the other hand, cases 
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of large areas of destructive and advancing epitheliomas 
and lupus have ah-eady been reported in great number, 
where nothing yet known except the X-ray would have 
saved the patient from exhaustive surgical mutilation and 
possible death. 

2. Interior, — ^In interior cases the operator's hands are 
tied, and his efforts are limited by the fear of breaking 
down the normal and intact integumental tissue. It is 
here that the "tanning" process may be resorted to, as, for 
instance, in osteosarcoma, and in carcinoma of the breast 
and other tumors either immediately or remotely underlying 
the skin. In these cases the high vacuum tube, with its 
deeply-penetrating X-ray, is indicated. And in these cases 
I have no hesitation in claiming that the X-ray has an im- 
mediate and continuous effect of relief from pain and cir- 
cumspection and retrogression of the disease. In a case 
of abdominal and inoperable sarcomatous tumor, closely 
watched by Dr. Leonard Weber, who kindly referred the 
case to me, the gnawing, constant pain ceased entirely 
within the first week; by palpation the tumor is greatly 
reduced in size, and can now scarcely be felt, and, by 
fluoroscopic examination, is visibly reduced more than one- 
half in size. In a similar case, I am now treating, the pain 
ceased at once, and the patient can walk about and attend to 
business. In two cases of malignant growth at the pyloric 
orifice of the stomach, the pain has entirely ceased, and 
the patients can, for the first time in many months, take 
solid food. 

In two cases of epithelioma within the fauces, and neces- 
sitating treatment through the skin, the sensations of burn- 
ing and discomfort have ceased, the tumors are reducing in 
size and, to say the least, an advancing disease is ar- 
rested in its progress. The same statement applies equally 
to cancer of the rectum and of the uterus. Will these cases 
be cured? I frankly say I don't know. This treatment 
has not yet extended over a sufficient period of time, and 
it is, therefore, too early for me to venture an opinion. 

In another class of "interior" cases, namely, carcinoma of 
the breast, the results thus far obtained are most hopeful. 
One recurrent carcinomatous tumor of the breast I have 
reported cured, and it remains cured to date. Three other 
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cases of this type, not yet reported, exhibit now no tumors 
and no symptoms of cancer. They seem to be cured. Un- 
fortunately, of a large number of sudi cases I am treating, 
all but one, just banning treatment, are of long standing. 
Their behaviour varies. In some of them the ulcerations 
have already healed with a clean cicatrization; scattered 
nodules, hardened and reddened areas have softened and dis- 
appeared, indurated glands are no longer to be found, and 
pain, of course, disappeared very early. 

In only one case has merely moderate progress been 
made in reduction of the size of the tumor. This tumor is 
of stony hardness, attached to the periosteum of the ribs, 
and of intense redness. The case is inoperable. This 
much, however, even in this case, has been gained. Pre- 
viously, at each menstrual period the tumor increased at 
least one-fifth in size. Now, two periods have passed and 
the tumor is somewhat smaller, and certainly more mov- 
able. 

I am, furthermore, treating a patient with appendicitis, 
who was suffering daily pain and advised to submit to an 
immediate operation, but who has presented no further 
sjrmptoms of the disease from the first week of treatment, 
except one mild attack. 

As a further instance of interior effect, I have treated 
and cured two patients with melancholia by X-raying the 
brain, and relieved a tic douloureux, which has undergone 
two operations to remove the nerves, by X-rajHng the cas- 
serian ganglion. 

There is, therefore, no question in my mind, but that 
the X-ray should be employed in interior and in internal 
cancer and other diseases internally located. 

3. Operable Cases. — ^In so-called operable cases of can- 
cer, particularly those of carcinoma of the breast, the pro- 
priety of employing the X-ray will, no doubt, be long a 
debatable ground. For my own part, I now believe that 
no case should be operated upon until it has first beea 
treated by the X-ray, and for these reasons: 

(a) The earlier a case can be treated the more rapidly it 
)delds to the influence of the X-ray. 
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(b) The infective process (distribution and growth of 
the cancer particles) often ceases under X-ray treatment; 
the proof of this assertion lies in the fact that this process, 
even when fully developed, may be arrested by the X-rayt 
and visible carcinomatous nodules and kernels disappear, 
while no new ones occur. 

(c) Circumscription of the area of invading disease, 
retrogfression of the growth, and relief from suffering can 
be confidently predicted. 

(d) So long as a malignant growth continues to improve 
under X-ray treatment no operation is necessary. 

(e) Of the two, the X-ray and an operation, the former 
appeals to the patient as an infinitely preferable procedure, 
and should it fail no valuable time has been lost. 

(/) A sufficient number of carcinomas of the breast, 
of sarcomas, and of epitheliomas cured, have already been 
reported, to justify a claim that the percentage of permanent 
recoveries may compare favorably with the results attained 
by surgical operation. 

. And where infection (distribution of the disease) has 
once actually and visibly or palpably occurred, there is in 
my mind no shadow of doubt that the X-ray should be first 
employed. For, and it is an important reservation, a con- 
ceded percentage of recoveries after surgical operation for 
carcinoma of the breast is probably no more than 15 to 25 
per cent. Indeed, Dr. R. Fitz, of Boston, is quoted as say- 
ing that the records of ten years in the United States show 
that seven out of every eight cases operated upon have re- 
curred. Dr. Sands, of this city, is quoted^by Dr. Abbe as 
even refusing, during the last years of his life, from consci- 
entious motives alone, to operate any more upon the car- 
cinomatous mamma. It should, however, be mentioned 
that some most excellent authorities claim a percentage of 
permanent recovery as high as 33 1-3 per cent. 

In view of this showing, and comparing it with what has 
thus far been accomplished by the X-ray in both carcinoma 
and sarcoma, we can at least contend that the X-ray is on 
even terms with an operation, and from the patient's point 
of view also, preferable to one. 
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In relation to the propriety of using X-ray before an 
operaticm, I can contribute an interesting observation. In 
a case of rapidly advancing epithelioma of the upper jaw 
a bright beef-red diffused coloration extended almost across 
the mucous membrane of the roof of the mouth. At the 
third treatment a clean line of demarcation ai^eared just 
to one side of the median line, presenting a characteristic 
serpentine edge. Here, clearly, the disease was circum- 
scribed, and there can be no question that if operation should 
be deemed advisable, that this outline would be of the 
greatest assistance to the surgeon in making his work com- 
plete. 

So, likewise, in all malignant tumors, their outlying areas 
contract in extent, and the tumors, so to speak, kemelize. 
They grow harder and smaller. 

That the X-ray should be used after an operation would 
seem to me also a most justifiable conclusion. It can search 
out foci and areas of infection unreached by the knife and 
unsuspected by the operator. 

The cases of carcinoma of the breast which I have found 
to be without exception the most susceptible to X-ray treat- 
ment are those of a recent recurrence after operation. In 
one case a fresh recurrent nodule disappeared in three 
weeks. In two cases recently treated, referred to me by 
the surgeons who had operated upon the primary cancer, 
a recurrence took place in nine and four weeks.respectively 
after the operation. The recurrent tumors were situated 
in the scar, and were about one and one-half inches broad 
by two long and fairly hard. These tumors disappeared 
within two weeks, leaving a thin and flexible line of scar 
tissue. In one of these cases there still existed a drainage 
opening with most foul odor. The odor at once ceased, 
and the drainage opening, distant, by the way, from the 
recurrent tumor, closed. 

The above instances emphasize what all recognize, that 
the next important step in the X-radiation of cancer must be 
toward a proper selection of cases. For, not only do differ- 
ent kinds of cancer vary in their vulnerability to the X-ray, 
but also, even, phases of the same kind vary, 
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Finally, under proper conditions of administration, the 
X-ray builds up tissue. The following case is instructive: 
I treated a young woman for an enlarged gland and gland 
inclusion in the right axilla. At the end of six weeks the 
lymphatics were comfortable, but the patient remarked, and 
it was plain to see, that the neck, chest, shoulder and breast 
on that side had remarkably developed, and that the skin 
on that side was firm and glossy. The patient now de- 
sires to receive treatment in the left axilla to even up mat- 
ters. 

In treating the brain in the two cases of melancholia 
which I have previously referred to, the hair became glossy 
and abundant and healthy where it had previously been 
dry and scant. 

In fact, the question may be reasonably asked whether 
the general therapeutic effects of X-radiation are not due 
to a capacity for establishing favorable tissue metamor- 
phosis, rather than to a capacity for destroying or modifying 
bacteria or other micro-organisms. 

4. Inoperable Cases. — As to inoperable cases of cancer, 
there can be no discussion. There is but one simple axiom 
— so long as improvement continues, continue the treat- 
ment. It is here merely a question of a race between the X- 
ray and a fatal termination. 

Conclusions. — i. Radiotherapy broadens our conceptions 
of the possibilities of the therapeutics of modem medical 
science. 

2. The X-ray has a general application for the relief of 
pain. 

3. As to technique, a standardization as to apparatus 
and its capacity, and as to duration and frequency of 
treatments and distance of the tube, is recommended to 
operators. 

4. The X-ray has a curative effect in internal cancer and 
other internal diseases. 

5. For superficial diseases a medium soft tube may be 
used, for internal cases a hard tube. The hard tube is ap- 
plicable, however, in all cases. 

6. X-radiation is recommended prior to any operation, 
to clear the tissue of cancer particles and foci, and to cir- 
cumscribe the disease. 
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7- X-radiation is recommended after operation to pre- 
clude a recurrence. 

8. X-radiation may be recommended in place of an opera- 
tion, and may be preferable to one for the reason that 
operation secures but a comparatively moderate percentage 
of permanent recoveries, and because up to date the X-ray 
procedure shows a continued improvement in cases, and a 
percentage of cures which will, undoubtedly, compare fa- 
vorably with surgical operations. 

9. There is danger to the patient or uncertainty as to 
what might be accomplished when the X-ray is employed by 
immature operators. 

10. In X-radiation we possess more nearly a solution of 
the problem of curing cancer than by any other method of 
treatment. 

DISCUSSION. 

An Unknown Therapeutic Agent, — Dr. Charles Lester 
Leonard^ of Philadelphia, said that his remarks might per- 
haps be of service in bringing out something on the other 
side. He believed that in trying to find out the why and 
wherefore of the matter we would eventually get down to 
a scientific basis. Undoubtedly here are certain practical 
eflFects. The employment of an unknown agent in an em- 
pirical method has resulted in the production of beneficial 
results in cases of malignant disease. The application^ in 
a similar manner, of the electricity developed by the static 
machine or the induction coil, in the production of Rontgen 
rays, but without the Rontgen tube or generator, has re- 
sulted in the production of equally beneficial results. Since 
these results, with the same apparatus, but without the 
Rontgen tube, the therapeutic agent must be considered 
other than the Rontgen rays, until they have been shown to 
possess additional therapeutic value. It is highly probable 
that the therapeutic agent is electricity employed in this 
form, since the experimentation of reliable men, previous 
to the discovery of the Rontgen rays, demonstrated that 
electricity is capable of modifying the growth of malignant 
disease. If the successful treatment of all superficial and 
deep-seated growths is to be developed along this line of 
therapeutic progress, the actual agents employed must be 



Digiti 



zed by Google 



— 152 — 

recognized, and their separate value determined. Crude 
empiricism and the treatment of disease by cMie agent under 
the g^se of another will never lead to scientific advance- 
ment or successful therapeutic methods. It seems possible 
that there may really be two therapeutic agents, one (elec- 
tricity) known, and the other as yet unknown. 

Dr. Morton had stated that by the use of the X-ray 
in different ways we were enabled to reach different depths 
of disease in tiie body. He had to confess, however, that 
he was somewhat skeptical on this point. He had never 
seen a bum appearing on the opposite side of the body or of 
a limb from that which had been subjected to irradiation. 

Early and Radical Operation the Most EMcient Means of 
Treatment in Malignant Disease. — ^At present the most ef- 
ficient method of treating malignant disease is the early and 
radical removal of all suspicious tissue by surgical opera- 
tion. This method has resulted, in the greatest number of 
cases, in freedom from the disease and the longest freedom 
from recurrence. Anything that delays early and radical 
surgical removal of the focus of the disease is detrimental 
to the best interests of the patient. Any temporizing with 
malignant disease gives it a firmer grasp on the system. 
Early radical surgical operation is, therefore, the most sci^ 
entific conservatism. The diffusion, in the lay and 
medical press, of the opinion that all forms of malignant 
'disease can be cured by radiation treatment, before this 
has been proved, will lead to fatal delay in many cases that 
could have been cured, and the patient's life saved or length- 
ened, by early radical operation. 

The Present Limitations of Radiotherapy. —It shouTd 
be clearly understood that this method is still in an experi- 
mental stage; that so far as we know at present the 
beneficial results are confined to superficial lesions, and that 
sufiicient time has not yet elapsed to prove that no recur- 
rence or metastases will take place in benefitted cases. Its 
application should be reserved for non-operable and re- 
current lesions and primary superficial growths where the 
diagnosis is in doubt or where the more benign character 
of the lesion makes it permissible to seek a more cosmetic 
result than would be possible by surgical operation. 
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Each Case Musi be Considered by Itself. — ^Dr. Louis A. 
Weigel, of Rochester, said that there would undoubtedly 
be a great deal of discussion on the questions raised this 
evening. In time the actual limitations of radiotherapy 
will be clearly defined. At present we do not know the 
safe limit for using the X-ray ; we cannot as yet determine 
just what the reaction is p^oing to be. In regard to each 
individual case a separate judgment has to be formed. 

The Proteciion of the Parts. — ^As to protecting the parts, 
he had found the lead sheet answer perfectly for this pur- 
pose. We can thus limit the area operated upon, so that 
the tanning is limited absolutely to the size and shape of the 
opening. 

Untoward Results. — ^While we are protecting the, parts 
immediately surrounding the area of irradiation, however, 
we may get unexpected and tmdesirable effects in remote 
parts. In two cases in which we had used the X-ray on 
the breast tanning of the face had occurred, and in still an- 
other case there had been loss of hair and eyebrows. 

What Kind of Tube Should be Used?— The choice of 
tubes is a very important matter. He did not think the 
best results could be obtained with low tubes, and yet if 
the choice lay between a high tube and a low one, he would 
select the latter. Probably we are as much in the dark now 
in regard to the tubes as was the case a number of months 
ago. 

Difference in Reaction in Different Individuals. — ^Until 
detail of technique is established, it is better to begin with 
small doses, i. e., good distance and short exposure — 12 
inches for 10 minutes. There is a vast difference in reac- 
tion in different people. Scar tissue reacts badly, and anae- 
mia and other conditions of malnutrition increase the lia- 
bility to unfavorable reaction. Acute reaction in some 
growths is followed by retrogression. A burning sensa- 
tion is not a reliable guide to discontinue the treatment; 
when that occurs serious damage may already have been 
done. According to Codman, the known limits of danger 
are wide. It would be better, he states, to adopt a standard 
of intensity of exposure which, so far as inches and minutes 
are concerned, would represent the unit of dose. The other 
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factor, the quality of tube, could then (as nearly as possible) 
be arranged to agree. This would leave the idiosyncrasy 
more directly to be measured by the number of times it 
would be necessary to repeat the exppsure. Another writer 
says: Therapeutic exposures will continue to be danger- 
ous, and it is therefore important to record the exact con- 
ditions of the patient's local and constitutional idiosyncrasies, 
as well as those of the tube. In ordinary X-ray examina- 
tions the operator takes the responsibility of injury; in 
therapeutic exposure the patient shares the responsibility. 

Careful Attention to Detail Required. — ^Dr. Charles W. 
Allen said that Dr. Weigel had spoken truly of the diffi- 
culties and dangers attending the use of radio-therapy. 
There was another D sometimes met with ^hich he might 
have added, and that was disappointment. The treatment 
required the most careful attention to detail. In a uterine 
case, which he had been treating, he on one occasion care- 
lessly neglected to use the screen and to paint the vagina 
with methylene blue, and introduced the bulb directly be- 
tween the thighs. The consequence was that a bum of 
the thighs was produced. The patient was wearing an 
abdominal pad at the time, however, and where its rubber 
bands passed, the skin was left uninjured. A muco-vagini- 
tis was also set up. In regard to measuring the X-ray, it 
seemed almost superfluous to talk about this when we did 
not know what the agent really was. To-day, as Dr. Wei- 
gel had said, we could only judge each individual case for 
itself. As to the matter of tubes, this bore the same rela- 
tion to successful therapy that a good saddle bore to suc- 
cessful bicycling. 

Relief of Pain, — This experience abundantly confirmed 
what had been said as to the remarkable efficacy of the 
X-ray in relieving pain. As an instance in which this was 
strikingly shown he related a case of cancer of the rectum 
in which the patient had been previously suffering excruci- 
atingly. If this treatment never accomplished anything 
more than to afford relief from pain and to inspire patients 
with new hope, it had already proved a great boon. 

Idiosyncrasy, — Dr. Carl Beck said we must not ask too 
much in regard to the character and action of the Rontgen 
rays. No cme has ever identified the bacillus of syphilis, 
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and yet we are able to treat that disease with the greatest 
success. He did not see how to explain the difference of 
reaction in different individuals except on the hypothesis 
of a kind of idiosjmcrasy. In his own case, during the five 
years that he had been working with the X-ray he had 
suffered at times from dermatitis and from slight conjunc- 
tivitis. Such idiosyncrasy might be compared to iodoform 
idiosyncrasy, from which about one patient in every fifty 
suffers. 

Lupus and Cancer. — In regard to lupus it might be truth- 
fully said that radiation is the only treatment for this dis- 
ease to-day. Even lupus erythematosus, which had for 
so many years been the opprobrium of the profession, was 
cured by it. With regard to cancer he was still somewhat 
skeptical. In some instances, however, the results had 
proved very much better than he had anticipated. In one 
case of adeno-carcinoma it was found that colloid d^enera- 
tion had taken place. But in his opinion it would be ex- 
tremely unwise to substitute the X-ray for the scalpel. In 
regard to operating upon cancer of the breast the opinion 
of surgeons had undergone changes from time to time. At 
first they were content to simply excise the tumor. Then 
they found it necessary to remove the whole breast, with 
the axillary glands. Now it was deemed advisable to in- 
clude the pectoralis major muscle, and sometimes even the 
pectoralis minor. The X-ray, he believed, should not be 
resorted to as long as the knife could be used. It was a 
fact that at the present day the prognosis in malignant dis- 
ease was greatly improved, for the reason that patients con- 
sulted the surgeon much earlier than was formerly the 
case. After the knife had been extensively used, however, 
it was well to resort to the X-ray, which might be of ser- 
vice in destroying any cancer cells that might be left. In 
employing it he as a rule preferred a soft tube, making use 
of the hard tube only when interior penetration was re- 
quired. He did not think that any case of cure in internal 
cancer had as yet been reported. The scalpel was much 
safer to depend upon. 

Beneficial Results, — ^Dr. H. Beeckman Delatour said 
that his experience had been limited to such cases as arise 
in general surgical practice. In one case of tumof of the 
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transverse colon which it was impossible to remove, and 
where an anastamosis had been made below the growth, 
the X-ray treatment had proved successful. After eight 
months the patient was not apparently in perfect h^th. 
A four-minute exposure, with a low tube, had been em- 
ployed. In this instance a superficial dermatitis had been 
induced. In all his X-ray cases the relief of pain had been 
marked and lasting. All his patients had been given a 
new lease of life, for a time at least, and all had become 
inspired with a feeling of hopefulness which of itself had 
had a most beneficial effect. Such results as these, he 
thought, rendered this treatment a valuable resource. 

The Removal of Fetor. — ^Dr. George G. Hopkins said 
there was one point which had not been brought out in 
the paper or discussion, and that was the rapidity with 
which the foul odor of cancerous disease is removed by 
the X-ray treatment. In a patient, the half of whose right 
cheek was involved, who came to his office, the fetor was 
so great that the smell pervaded the whole house. After 
three exposures this disagreeable feature of the case was 
entirely done away with. Under the treatment the malig- 
nant growth became reduced from six to four inches in size. 

Chronic Eczema, — In one case of chronic eczema a cure 
was effected after eighteen treatments. In another patient, 
a physician, who had had eczema on the back of the hands 
for a number of years, only five treatments were required 
for a cure. Each exposure lasted eight minutes, and a soft 
tube was employed at a distance of ten inches from the 
hand. In this case there was a slight dermatitis. 

Idiosyncrasy and Technique. — ^The question of tubes was 
the most important one that could be discussed. As far 
as the production of dermatitis was concerned there seemed 
to be idiosyncrasies. In the worst cases of gangrene there 
was no dermatitis. The coil and the hard tube were both 
responsible for much trouble. He thought it very desirable 
that we should be able to arrive at some definite conclu- 
sions as to time of exposure, distance, tubes, etc. There 
could be no question that in the X-ray we had at command 
a therapeutic agent of marvellous energy. As to the use of 
electriaty, independently of this, the late Dr. George M, 
Beard had made trial of it in almost every variety of ex- 
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temal and internal disease, but as a rule the results were 
not to be compared with those obtained with radiotherapy. 
At one time the electrical treatment of tumors by the in- 
sertion of needles had a considerable vogue. In many in- 
stances its effect in reducing the growths was extraordinary, 
but it was found that the method was attended by such 
great danger that it had to be abandoned. 

Not as yet Demonstrated to he Equal to Surgical Opercr 
tion. — ^Dr. Alexander B. Johnson said that all were 
agreed that the X-ray, or whatever the agent might be that 
was employed under that name, was capable of producing 
certain definite effects. A number of cases were undoubt- 
edly cured by it. He did not believe, however, that at the 
present time we were justified in resorting to it, in prefer- 
ence to surgery, in any condition. He had already seen 
the ill effects which the reports of its success had produced 
in the minds of many individuals. In a number of in- 
stances patients with properly operable carcinomata had 
come to him insisting that they be treated by means of the 
X-ray, and they had been turned away because they would 
not consent to a surgical operation. Some of these he had 
seen later, when the disease had advanced and the case was 
entirely unfit for operation. At the same time, he was 
willing to admit that the time might come when this condi- 
tion of affairs would no longer exist. The cases of cancer 
in which he had employed the X-ray were inoperable ones. 
On this account his results were perhaps less favorable 
than those of some others. 

Secondary Development of Malignant Disease. — The 
statement had been made that while growths were under 
this treatment secondary growths do not take place. He 
had had one case, however, in which the nodules at the 
original seat of disease had disappeared, but during the 
last three months at least fifty nodules had made their 
appearance in other parts. In a case of carcinoma of the 
jaw also the growth was apparently very much improved, 
yet the patient had been attacked by a secondary carcinoma 
of the neck, and it seemed to him that it developed much 
more rapidly than it would have done if the case had been 
left alone. He had not thus far succeeded in curing a 
patient in a single instance, but he was happy to say that 
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some of his cases were at the present time in very excellent 
condition. 

Dr, Morton closed the discussion. He said that he was 
astonished to find that Dr. Leonard had receded from the 
accepted position that it was the X-ray which is the agent 
producing the effects noted, and attributed these effects to 
the action of electricity. An aluminum screen was usually 
employed for shutting off electric pulsations ; yet the effects 
in question were developed just the same. Therefore, it 
was not electricity, but what we know as the X-ray, which 
produced them. It was true that a Geisler tube might be 
illuminated in the electric field, but the whole basis of radio- 
therapy rested on the fact that the X-ray produces derma- 
titis and associate structural changes in tissue, constituting 
a first, second, and third degree of reaction. It was 
impossible, he thought, to sweep away the mass of facts 
which had now accumulated with a few cases in which it 
was claimed that similar results had been obtained without 
the use of radiation. 

In the paper he had laid special stress on the fact that the 
effects of the X-ray are not confined to the surface, but are 
also energetic in the interior of the body. As to the tan- 
ning of the skin, the process, he believed, was exactly 
identical with sunburn. The question of tubes was a very 
interesting one. Whether hard, soft, or medium tubes 
were employed, there was a certain critical moment when 
the tube was at its best — a moment usually corresponding to 
a time when the spark at the spark-gap was from three to 
five inches in a Rumpkorff coil. As at present produced, 
the X-ray was certainly a very fickle agency ; but the whole 
technique was being rapidly standardized. 

While vulcanite, which had been referred to by Dr. 
Allen, did not cut off all the action, it did cut off a great 
deal. Even clothing interfered with this action to some 
extent. This was due to diffusion of the radiation, rather 
than to obstruction ; the rays being thrown out of line, so to 
speak. Dr. Beck had spoken as a surgeon. It seemed to 
him (Dr. Morton) logical that if it were advisable tq 
employ the X-ray after an operation, it might be resorted to 
before as well. We all knew that this question of X-ray 
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versus operation wad going to give rise to a great deal of 
discussion, and he hoped that the matter would be dealt 
with in all fairness and with due regard to existing facts. 
Even under the most careful management^ malignant dis- 
ease was liable to recur. The most skilful surgeon could 
not always reach all the affected areas. If surgery was 
going on with its extensive cutting, as in the case of car- 
cinoma of the breast, referred to by Dr. Beck, there must 
be a limit reached at last. There must arise a more con- 
servative feeling as to extreme measures, toward which 
scientific opinion would be drawn by the very necessities 
of the case. He considered the X-ray, therefore, as a chal- 
lenge in the direction of conservatism. 
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Stated Meeting, May 12, 1902. 



THE ETIOLOGY, PATHOLOGY, AND TREATMENT 
OF JOINT DISEASES. 

The paper of the evening was by Dr. A. M. Phelps, 
on this subject. 

Etiology. — He expressed the opinion that joint diseases 
were due primarily to trauma, and secondarily to infection, 
whether tuberculous, syphilitic, or resulting from the in- 
vasion of such morbific agents as the streptococcus, gono- 
coccus, and pneumococcus. He considered struma as a 
state, not a disease, and generally the result of inheritance. 
It had been shown by German pathologists that when the 
cells of a gland become infected and suppurate, the gland 
pours out its infection directly into the vein with which it 
is in contact, and in this way the blood becomes infected. 
Then, if a joint has received an injury, setting up inflam- 
matory action, the bone at the seat of injury is also in- 
fected. 

Impossible to Rupture the Internal Lateral Ligament. — 
A question of great interest was as to the possibility of the 
internal lateral ligament of the knee-joint being ruptured 
in injuries to the joint. It was claimed by most authorities 
that such rupture not infrequently took place, but Dr. 
Phelps had made a series of experiments on the cadaver 
which showed that even although sufficient violence was 
employed to fracture the bone, it was impossible to rupture 
the internal lateral ligament. He presented a number of 
specimens which showed that such fractures had been 
caused, and yet the ligament remained intact. 

Pathology. — There is often a dual inoculation, such as 
the tubercular and the streptococcal. The disease grows 
as a mould, and the bone perishes from malnutrition; the 
blood-supply being cut off. 

When Should Mechanical Treatment he Commenced? — 
Mechanical treatment, Dr. Phelps believed, should be com- 
menced just so soon as the diagnosis of joint inflammation 
or disease has been made. If there is an acute attack, with 
great pain, it is advisable that the patient should be treated 
in bed for a few days, until relief is obtained; but as soon 
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as the pain has subsided and the deformity has been over- 
come, mechanical support should be applied. 

The Object of Mechanical Treatment. — The object of the 
treatment is to restrict every motion of the joint, putting it 
absolutely at rest and effecting extension in proper lines 
for the relief of intra-articular pressure. From this pres- 
sure, which is produced by muscular spasm, is likely other- 
wise to result destruction of the entire joint; necessitating 
either amputation or excision. The manner of application 
of fixation and extension is determined by a study of the 
mechanics of the various joints and of the action of the 
muscles involved. On account of the fact that they sustain 
the weight of the body during locomotion, the joints of the 
lower extremities require very much more protection than 
those of the upper extremities. Braces for lower extremity 
joints should prevent the patient from stepping upon the 
foot, for the reason that by so doing the articular surfaces 
would be driven together, and more inflammatory action 
and disease result. It is therefore advisable that any form 
of apparatus designed for the lower extremities, and es- 
pecially in the case of children, should extend at least 2j4 
inches below the bottom of the foot, and should have a 
point of impact against the tuberosity of the ischium. By 
far the best supporter is one that has for its upper point of 
impact a steel ring properly padded. In the case of an 
adult with intelligence enough not to step upon the diseased 
limb other forms of appliances may be used. 

Hip' joint Disease, — In hip- joint disease two lines of 
extension are absolutely necessary for the relief of intra- 
articular pressure. One of these must correspond with the 
axis of the neck of the femur, for the reason that the glutei 
group and adductor muscles, which are affected by spasm, 
act upon a line with this axis. The other must correspond 
with the axis of the shaft, because the iliacus intemus and 
psoas muscles, which are also in a state of spasm, act upon 
a line with the latter axis. All patients with deformity 
should be put to bed, with extension in the line of deformity 
and at right angles to that line. In fact, the treatment of 
every case of joint-disease should be begun by overcoming 
the deformity, as a straight brace cannot be successfully 
applied to the deformed limb. The plan advocated by some. 
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of first curing the joint and afterward performing an 
osteotomy or some operation to overcome the deformity, is 
a mistake, because there is hardly any deformity in joint 
disease which cannot be best overcome by extension in bed 
and T^y forcible means under anaesthesia. After the de- 
formity has been overcome Dr. Phelps uses a lateral traction 
or fixation brace, devised by himself, which is perfectly 
straight and which, when properly applied, will prevenjt any 
future deformity. The theory that longitudinal traction 
relieves intra-articular pressure is erroneous. The glutei 
and adductor groups of muscles are pulled upon, and, by 
the direction of their origin, any exertion must necessarily 
face the head of the bone into the socket. Cases treated 
with this splint seldom recover with ankylosis. It is very 
important to recognize the fact that no case of hip- joint 
disease recovers inside of two years, and 75 per cent, of the 
cases brought to Dr. Phelps have abscess as the results of 
premature removal of the brace. After the patient has 
worn the brace for eighteen months or two years, and the 
muscular spasm and the disease have subsided, a walking 
brace should be applied, which protects the child from injur- 
ing his limb if he falls. Joints are frequently seen with 
all the symptoms of inflammation, which recover within a 
few months; but in these cases there is simply a transitory 
condition due to normal inflammation, and if such joints are 
protected they will recover. If infection takes place, how- 
ever, disease begins, and there is a vast difference between 
an imflamed joint and a diseased one. When such disease 
occurs, the infection results in abscess, tuberculous, puru- 
lent, gonorrhoeal, or pneumococcal, and frequently necessi- 
tates surgical intervention. 

Oiher Joint Diseases. — In knee-joint disease, particularly 
in children, he regarded Thomas's as the best brace. By 
putting into it extension straps, extension can be made with 
it, and here, as well as in hip-joint disease, extension must 
be made in two lines in order to counteract muscular 
spasm. Sayre taught, many years ago, that two lines of 
extension should be applied, one longitudinally and the 
other at right angles to it, as the head of the tibia. The 
only objection to Sayre's knee-brace is that, unless great 
care is used in adjusting it, it is apt to interfere somewhat 



Digiti 



zed by Google 



— 164 — 

with the circulation of the*limb. In ankle-joint disease or 
inflammation Dr. Phelps' method is first to envelop the 
foot and leg in plaster-of-Paris. While the plaster is set- 
ting, extension is applied and the cast carefully molded to 
the part. Thomas's brace is then applied, and the child is 
allowed to walk upon the brace with a high shoe. In the 
adult, however, he prefers to use a brace which he devised 
a number of years ago, which absolutely fixes the joint and 
extends the foot. Plaster-of-Paris is undoubtedly the best 
fixation appliance for medio-tarsal joint disease. In dis- 
eases of the shoulder joint he employs a pad in the axilla 
and passes adhesive straps around the arms and body ; thus 
throwing the head of the humerus away from the glenoid 
cavity (into which the muscles tend to force it), and abso- 
lutely fixing it. Plaster-of-Paris is the best dressing in 
elbow- joint disease, and is also efficient in wrist- joint dis- 
ease, except when extreme muscular spasm is present. It 
is very difficult to make extension by plaster-of-Paris at the 
wrist, and for this reason Dr. Phelps employs a fixation 
brace. In disease of the spine the same law applies as in 
the treatment of joint disease of the lower extremities, and 
he has found no apparatus as efficient as the plaster-of- 
Paris and aluminum corsets, made while the patient is in 
a position of suspension. The aluminum corset is light, 
durable, and cheapest in the end where the patient requires 
treatment for two or three years, as is usual in Pott's 
disease. He exhibited a padded board, shaped to corre- 
spond with the patient's figure, which he said was a very 
satisfactory cheap substitute for Sayre's wire cuirass for 
children of three years and under, in whom, on account of 
the narrowness of the hips, the plaster-of-Paris jacket was 
inapplicable. 

Operative Treatment, — The general position taken by 
Dr. Phelps is that mechanical treatment should always be 
employed from the beginning to the end of any joint dis- 
ease, and that every abscess should be attacked as soon as a 
diagnosis is made. Every joint condition attended with an 
abscess should be immediately operated upon for two rea- 
sons: First, and most important, for the purpose of ex- 
ploring the joint. The largest and most painful abscess is 
not infrequently the most benign, and attended with the 
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least amount of bone disease, while small abscesses arc 
often found to have originated from foci of disease in the 
bone, requiring immediate operation in order to avoid ex- 
cision. In the second place (and this applies particularly 
to hip-joint disease), the head of the bone is very fre- 
quently found separated from the neck, and only when the 
surgeon has put his finger into the joint can he determine 
the advisability of doing a complete excision, if requisite; 
thus anticipating by many months what would necessarily 
follow. Any abscess, whatever its nature, should therefore 
be immediately opened and cleansed out. The curette 
should be freely used when this is practicable, but if the 
disease is so extensive that it cannot be removed by the 
scoop, the tissues which have been destroyed by disease 
should be removed. The joint should then be thoroughly 
flushed out with a 5 per cent, solution of carbolic acid or 
a 2 per cent, solution of bichloride; after which it should 
be wiped dry and injected with pure carbolic acid, the 
latter being allowed to remain from one to two and a half 
minutes. Finally, the joint should be washed out with 2 
per cent, carbolic acid, and in deep joints particularly glass 
speculum drainage should be used. Indeed, in all cases of 
bone operation in deep structures this form of drainage 
should be employed instead of packing the wound. Gauze 
packing only acts as a plug which prevents free drainage, 
so that burrowing and infection frequently result from its 
use. Curetting should be used with great caution in ill 
cases where the diseased bone cannot be completely cleared 
away, as by denuding the surface it leaves the part exposed 
to the risk of a new and different infection. 

In abscess of the wrist and in hip- joint disease particu- 
larly Dr. Phelps urged an operation at the earliest possible 
moment, enumerating some of the disastrous results which 
might in this way be avoided. He then went on to say that 
when the hip-joint is opened for exploration, and the 
epiphysial lines of the acetabulum are found to be infected, 
or, in other words, when the case is one of acetabular dis- 
ease, excision should be practised whether the neck and 
head of the femur are diseased or not; for the reason that 
free drainage is prevented by the condition. Such cases 
invariably go on to the formation of other abscesses, and 
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amputation or excision must eventually be performed. 
When an abscess has discharged into Scarpa's triangle, it 
should never be opened at that point, but the incision should 
be made along the anterior border of the femur, and the 
abscess washed out with pure carbolic acid. In extensive 
disease of the bones of the knee in children under fourteen 
years of age nothing but curetting should ever be per- 
formed, and this may be repeated from time to time. The 
capsule of the joint should be freely incised, and a flat piece 
of gauze drawn through from side to side, after washing 
out and cleansing. In tarsal disease with suppuration in 
children an abscess will frequently be found involving one 
of the tarsal bones. The adjacent bones should also be 
examined in order to discover whether they have become 
infected. Dr. Phelps said that he had frequently removed 
every bone of the tarsus, including the astragalus; leaving 
the periosteum of each bone and thoroughly cleansing out 
with carbolic acid and alcohol. Perfect reproduction of 
the bones has followed in a larger proportion of cases (from 
60 to 70 per cent). 

Single Joint Disease Never Due to Rheumatism, — In 
conclusion, he expressed his conviction that there is no such 
thing as single rheumatic joint disease. If joint disease is 
due to rheumatism, more than one joint will become af- 
fected. Every single joint disease is either purulent, tuber- 
culous, gonorrhoeal, pneumococcal, or due to some central 
nerve lesion. If, after one joint has become infected, others 
are subsequently attacked, it is presumptive evidence that 
such joints are secondarily infected from the original foci 
of disease. 

DISCUSSION. 

Early Recognition of Disease Important. — Dr. Reginald 
H. Sayre said that in the main he agreed with the opinions 
expressed by Dr. Phelps. He believed that the most im- 
portant point in all joint troubles was the early recognition 
of the condition present, so that the affected joint could be 
provided with protection and rest at the earliest possible 
moment. In this way a vast amount of future trouble 
might be avoided. It was the failure on the part of phy- 
sicians to detect the first signs of joint disease, those slight 
and yet characteristic symptoms which were the sure indi- 
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cations of commencing trouble, which was responsible for 
most of the serious cases with which the orthopaedic sur- 
geon had to deal. Patients were often brought to him who, 
it was stated, were threatened with Pott's disease or hip- 
joint disease, when in reality the pathological process had 
already been going on for months. In this way much 
valuable time, the time when a complete and easy cure 
might have been assured by appropriate treatment, was 
lost. It was not infrequently the case that the first dis- 
covery of the disease was made by the mother of the patient, 
who found, for instance, that the child had a knuckle on 
the spine which was not present in her other children. Yet 
long previously symptoms had existed which if properly 
interpreted would have shown the true nature of the case. 

The Question of Operative Interference. — In regard to 
operative interference, it seemed to him that, certainly in 
the case of spinal abscess, the question was largely one of 
thoroughly cleaning out the abscess cavity. So long as we 
had a simple tuberculous infection to deal with, the patient 
was safe; but when a mixed infection had occurred there 
was always danger of a fatal issue. Wright, of England, 
advocated excision at the earliest moment. In a great 
many cases of spinal abscess, however, it was not possible 
to thoroughly clean out the cavity and leave a short outlet 
to the exterior. Pocketing of pus and other unpleasant 
consequences were very liable to occur, and therefore in 
psoas abscess it was often dangerous to operate. Dr. Sayre 
said that unless he felt sure of getting a clean result he 
liked to leave a tuberculous abscess alone. In dealing with 
this matter, a good deal depended on the location, and the 
danger of exposing the patient to the risk of having another 
infection superadded to the tuberculous already existing 
ought always to be taken into consideration. As a rule, 
therefore, he thought it was good practice, if it had not 
become infected with other germs, to let a tuberculous 
abscess alone. He was in entire agreement with Dr. Phelps 
in r^ard to the subject of curetting. 

Mechanical Apparatus. — The various forms of apparatus 
shown he thought very useful. The points made by Dr. 
Phelps in r^ard to the intelligence of patients and the 
frequent necessity of meeting lack of intelligence on the 
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part of patients and of the parents of children under treat- 
ment were well taken. It was often necessary, by means 
of mechanical contrivances, to protect patients against them- 
selves, because they failed to grasp the principles which the 
apparatus prescribed was designed to carry out. Another 
thing not properly appreciated was the long time required 
for the treatment of these tuberculous processes in bone. 
They never got well inside of two years. If a patient re- 
covered in a shorter time than this, the disease was no 
doubt due to some other infection. 

Syphilitic Infection. — If a number of joints were impli- 
cated, his experience had led him to suspect the existence of 
syphilitic disease in connection with the tuberculous, es- 
pecially in children under two years of age. In the 
majority of simple tuberculous cases only a single joint was 
affected. If syphilitic infection were present, there would 
be a strong probability of a more rapid and better recovery 
than otherwise. 

Etiology. — ^Dr. Joseph A. Blake said that as to the 
method of infection Dr. Phelps had stated that an infected 
gland emptied directly into the veins. While this was cer- 
tainly possible, he thought it was hardly the usual course. 
In all his experience with tuberculous glands he had never 
observed one discharging directly into a vein. 

Drainage of Abscesses. — In regard to the drainage of 
abscesses he agreed most heartily with the reader of the 
paper as to the deleterious effects of gauze packing. After 
operations for appendicitis, when this was employed, he had 
often seen the temperature jump up, instead of going down. 
His own practice was to use rubber. 

Acetabular Disease. — ^In acetabular disease Bradford, of 
Boston, had proposed the plan of dislocating the head of 
the femur in order that the part might be more satisfac- 
torily treated, and he should like to ask Dr. Phelps' opinion 
upon this procedure. 

Rupture of the Internal Lateral Ligament. — In regard to 
the impossibility of rupturing the internal lateral ligament, 
it seemed to him that Dr. Phelps had taken pretty strong 
ground. It was very common to say that rupture of the 
ligament had occurred. Not infrequently in injuries of the 
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knee the point of greatest tenderness was over the liga- 
ment. The latter was not absolutely torn through, but he 
believed that its fibres were divulsed. He should think 
that we* might have at least partial rupture. 

Dr. Charles Ogilvy thought the specimens presented 
spoke for themselves. He had assisted Dr. Phelps in all 
Ws experiments, and in not a single instance, notwith- 
standing the fact that the violence exerted was sufficient to 
fracture the bone, was the internal lateral ligament rup- 
tured. 

Dr. Phelps closed the discussion. He did not think it 
dangerous to operate in psoas abscess, and said that the 
reason why he did so in every case was to get a drainage- 
tube up to the point of disease. He simply opened the 
abscess and drained. He regarded a tuberculous abscess 
in the light of a powder magazine, always threatening 
danger. As long as it remained we were liable to have 
some other infection; so that we would then have a dual 
infection, instead of a single one, to deal with. 

The experiments showing that general tuberculosis might 
result from infection of the blood from a tuberculous gland 
had been made by German authorities of high rank. There 
were undoubtedly more ways of infection than one, and he 
could readily understand how such infection might result 
from other sources. Infection, he was convinced, takes 
place only where inflammatory action is going on. 

As to dislocating the head of the femur in acetabular 
disease and afterward putting it back, he did not think this 
was good treatment. If the head of the bone were left out 
of place for a year, for instance, it would undoubtedly be a 
very difiicult matter to get it back again. In his own 
practice it was his custom now to do an excision in all 
cases. 

In injuries of the knee the seat of pain was directly over 
the joint, not in the internal lateral ligament, but in the 
cartilages. In such injuries the ligament was never rup- 
tured, as his experiments had conclusively shown. The 
only way in which such rupture could be effected was by 
direct violence, as in the kick of a horse. 
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Stated Meeting, June 9, 1902. 



THE THERAPEUTIC VALUE OF THE INTERNAL 
USE OF CARBOLIC ACID. 

Dr. S. Henry Dessau read a short paper on this sub- 
ject, which was presented on behalf of the Committee on 
Collective Investigation as a basis for further clinical 
study. It was perfectly natural, he said, that a feeling of 
incredulity and hesitation should exist in regard to the 
virtues of a remedy whose reputation is so closely associ- 
ated with a history of criminal poisoning, to say nothing 
of early prejudices founded upon false interpretations of 
its physiological manifestations. His experience with the 
internal use of carbolic acid began in 1894. His reason for 
employing it was that it is an internal antiseptic. As pre- 
eminently the type of germicides, being evolved by nature 
in the physiological processes of animal digestion, he be- 
lieved that it should be accepted as a specific remedy 
against the disease-action of a certain class or variety of 
germs. Clinical results seem from his own observation to 
bear out this idea in a most satisfactory and gratifying 
manner. 

His experience with its therapeutical effects has been 
chiefly in the treatment of catarrhal complaints involving 
the respiratory tract, and particularly in influenza among 
infants and children. His results from the use of carbolic 
acid have been better and quicker than from any other 
treatment. They have been especially satisfactory in those 
cases where it has been almost impossible to keep the little 
patients in bed. The method of administration preferred is 
in the form of solutions of the strength of i, 2, 3, and 5 
per cent, of chemically pure carbolic add. An infant under 
one year old receives a teaspoonful of the i per cent, solu- 
tion, while a child of five years may get the same dose of a 
5 per cent, solution, every two hours. Adults may take a 
tablespoonful of the 5 per cent, solution. A small amount 
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of glycerin aids in preparing a more complete solution, and 
cinnamon water is useful as an exdpient to assist in dis- 
guising the pungency of the acid. 

Dr. Dessau believes that carbolic add is best indicated in 
those affections where the disease-germ is of a weak nature 
and manifests its pathological action prindpally upon the 
mucous membranes. He also believes that its field of use- 
fulness will eventually prove broader than it is at present 
regarded, and that such diseases as erysipelas, scarlatina, 
and even t3rphoid fever and pneumonia will prove amenable 
to its therapeutic effects. He thought there was no valid 
reason why carbolic acid should not show as good results 
in pneumonia as creosote, and the advantage of the acid 
over the latter pharmaceutically as an internal remedy was 
that for children it makes a better solution and has a less 
disagreeable odor. It has been found by him and others 
perfectly harmless and free from secondary effects when 
administered in the doses mentioned. The smoky color of 
the urine is now known to depend upon the elimination of 
the add in -a changed form, designated as the glycuronate 
of hydroquinone and pyrocatechin. The presence of al- 
bumin in the urine may or may not be due to an irritation 
of the kidneys by this substance, but it is a fact that no 
interference with the renal functions has ever been ob- 
served by him from the remedy in an experience now cover- 
ing some four thousand cases. The only idiosyncrasy 
observed against its use has been that of vomiting. 

COLLECTIVE INVESTIGATION. 
The President stated that the object aimed at in the 
presentation of Dr. Dessau's paper was the accumulation of 
data from as large a number of practitioners as possible ; so 
that the Association might get the benefit of collective 
investigation. Perhaps the disease in which the most strik- 
ing results had been obtained from the internal use of 
carbolic acid was scarlet fever, as recorded by Dr. Wiggles- 
worth, of Liverpool, and he thought it would be of great 
interest if during the coming months the Fellows would 
make observations concerning it in this and other affections, 
so that at some future meeting the results might be pre- 
sented together. 
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TIME-SAVING AND LABOR-SAVING DEVICES 
IN THE OFFICE WORK OF SURGEON AND 
GYNAECOLOGIST. 
A paper with this title was read by Dr. Robert L. 
Dickinson. It included the planning of offices and wait- 
ing-rooms, electrical outfits, sterilizers, card-histories, and 
other details. Organization of work by unloading on part- 
ners or assistants, he said, found less play in the medical 
profession than in other livelihoods calling for equal brain 
power. The physician was able to delegate little, and there 
was, therefore, all the more need of system and intelligent 
planning in whatever matters these might expedite and 
simplify. Expedition in office work may be eflfected in 
several ways, such as: (i) By well-planned quarters; (2) 
by completeness of outfit; (3) by appointments and selec- 
tion among waiting patients; (4) in history taking; and 
(5) by proper assistance. 

Planning of Offices. — The general principles bearing on 
the planning of offices were stated as follows: (i) The 
offices should be as independent as possible of residential 
parts of the house; (2) the waiting-room should be at- 
tractive, cheerful, light, with sufficient cubic air-space and 
ventilation, and supplied with comfortable seats, and books, 
pictures, etc.; (3) &ie different offices should be accessible 
without passage through each other (and without neces- 
sarily passing through the waiting-room), so that entrance 
or exit is possible for each independently; (4) the desk- 
office should be separate from tfie examining-room ; (5) 
for the busy man two smaller waiting-rooms are better than 
one large one; two smaller separate examining-rooms bet- 
ter than one large one; (6) the offices should be located in 
the natural order of progress of the patient, namely, hall, 
waiting-room, desk-office, dressing-room with toilet, exam- 
ining-room, recovery-room or dressing-room, hall; (7) ten 
feet square is a minimum, but sufficient floor-space to 
accommodate a single office (as distinguished from wait- 
ing-room or dressing-room) ; (8) the water-closet, as well 
as the telephone closet, should be accessible from both 
waiting-room and offices; (9) walls and doors should be 
measurably sound-proof; (10) doors should be so hung 
that when partly open they screen the occupants of the 
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room, and not primarily for appearance or convenience in 
entering; (ii) provision should be made for the elimina- 
tion of odors of drugs, gas, steam, etc.: (12) objects 
calculated to trouble or alarm patients should be screened 
or under cover. 

In these days of electricity interior rooms have become 
available by the use of a method of illumination that does 
not vitiate the air, aided by light wall coloring, by the 
head-light, which is often better than window-light, and 
by the use of the rotary fan. He considered three plans: 
In the first there were simply (i) a waiting-room (parlor 
or wide hall) and (2) office (desk-office, examining-room, 
and sterilizing-room in one). An intermediate plan called 
for (i) hall, (2) waiting-room, (3) office, (4) inner office 
(including sterilizing and instrument-room and labora- 
tory), (5) toilet. A complete plan involved (i) main 
entrance hallway, (2) main waiting-room, (3) small special 
waiting-room, (4) desk-office, (5) minor office, (6), inner 
office, (7) receiving-room, or dressing-room, (8) steriliz- 
ing and supply-room and laboratory, (9) water-closet, (10) 
telephone closet — ^all with independent access to (11) pri- 
vate hallway, and (12) separate entrance. 

Electric Lights, — Dr. Dickinson gave minute details 
for the equipment of the various rooms. He then went on 
to say that for the gynaecologist, as well as for the man who 
deals with the larynx or the ear-drum, artificial light is 
better than day-light. With the electric headlight the band 
should sit firmly without disarranging the hair, and have 
a light cable of sufficient length to permit the wearer to 
stand up or move to his washstand. Some lights have a 
focussing device, which is excellent for vaginal and rectal 
work. For examination of the female bladder or through a 
tiny opening in the h)rmen the head mirror is mostly used. 
He has abandoned his complicated and expensive cysto- 
scope, except in special cases, for the simple Kelly tube. 
The handling of the mirror is facilitated by substituting a 
band of flexible metal for the ribbon. To place a light for 
the head mirror over against the operator the best device 
is a light arm (such as is used by dentists) swing^g from 
the wall, so jointed that it stays in any desired position. 
The new electric outfits are exceedingly convenient. From 
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one board connected with the street current galvanic and 
faradic currents are taken, and the headlight and cautery, 
as well as the electric drill, can be run. 

Assistants, Card-histories, Etc. — ^To save time there 
should be one or more duplicate sets of those instruments 
which a surgeon or specialist is needing constantly to use 
and to sterilize. The sterilizer, with its steam, is best kept 
out of the offices. Wherever it is, it should have its hood 
and a pipe cut through the wall or window, to carry off 
gas and steam and heat. By placing special work on 
special days many a young man can well afford assistance. 
In some cases a discreet housemaid acts as office nurse. 
At the next step the accountant becomes accountant and 
stenographer, secretary and nurse in one. For office work 
a conscientious woman who understands shorthand can be 
easily taught surgical cleanliness and the keeping of ac- 
counts, because the round of duties is a narrow one, the 
possibilities of error few, and the supervision constant. 
The card index or card catalogue system is the only porta- 
ble, elastic, simple, orderly, and self-indexing way of 
keeping records. It consists of using one or more cards for 
each case, the cards being ranged under an alphabetical 
index and stacked on edge in a drawer or bpx, and folded 
down the middle for carrying in the pocket. The system 
also includes ledger cards. He said he could not too 
strongly urge one who desires to adopt a card system for 
histories, accounts, or addresses, to stick to standard sizes. 
For such all the necessary fittings are provided and ready, 
whereby economy with speed and certainty in filling orders 
is secured. He had had nine years' comfort with this 
method iti office and hospital. All businesses are taking 
the card system up. We may well learn system from the 
business man. 

The Planning of Offices. — Mr. J. T. Tubby, Jr. (archi- 
tect), exhibited and described the plans of three sets of 
offices of different types. The first was in a comer house, 
the offices of Dr. Gibney ; the second in a house 25 feet wide 
without an addition; and the third in an extension, the 
offices of Dr. Dickinson. As to sound-proof partitions, he 
said the most effective was a regular stud partition with a 
heavy deafening quilt, which might be composed of two 
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thicknesses of building paper, with felt between. While the 
cost of fitting up ofiices in the manner described would, of 
course, vary according to the expense of materials, etc., it 
was quite feasible to make the alterations reauired in an 
ordinary house or apartment at a comparatively small ex- 
penditure. 

Dr. Ransford E. Van Gieson read a paper on 
THE SERIOUS VOMITING OF PREGNANCY. 
Between the ordinary morning sickness, which occurs so 
frequently that it may be considered physiological, -and the 
very serious or pernicious form, which from its excess and 
persistency may terminate in starvation, coma, and death, 
he said there were various intermediate forms. Vomiting 
does not always occur in the first pregnancy, as sometimes 
asserted. Bacon states that its appearance increases witk 
the age of the patient, so that 90 per cent, of primiparse over 
25 years of age are more or less affected. Those having 
profuse or painful menstruation are more liable to it than 
those whose menstruation is normal. 

Diagnosis. — The diagnosis of this condition presents but 
little difficulty. Occasionally, however, grave and con- 
tinued vomiting from hysteria is present in the unmarried 
woman, and may lead to the unjust suspicion of pregnancy. 

Etiology. — ^A careful analysis of the mass of apparently 
contradictory opinions reduces the many alleged causes into 
three principal groups: 

(i) The reflexes produced by impulses from the organs 
of generation conveyed to the vomiting centre. 

(2) A union of causes, affecting the vomiting centre di- 
rectly and indirectly and reflexly. Thus, we may have a 
difect cause by the circulation of toxins, and at the same 
time peripheral sources of irritation may also act. 

(3) The psychopathic factors, which include hysteria. 
Referring to Barnes' theory that the irritation is due to 

the stretching of the muscular fibres of the uterus, he said 
the fact that the uterus grows pari passu with the ovum 
would seem to refute the idea that there is any abnormal 
pressure upon the nerves terminating in the muscular fibres. 
Were it not so, we would be led to conclude that the vomiting 
act is an essential part of normal gestation. The theory of 
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k Graily Hewitt rests upon a fairly firm foundation of re- 
of corded facts^ and is one which is certainly to be considered 

ii in the treatment of these cases. Having frequently ob- 
in I served some vomiting in cases of flexion of the non-gravid 
[. uterus, and observing the occurrence of marked sickness 

during pregnancy in these same cases, he was led to con- 
clude that the uterine flexion is the condition which gives 
rise to the same sickness in both conditions. Hence he 
was induced to frame the theory that the sickness of preg- 
J nancy is due to the combined effect of the increasing disten- 

: tion of the uterus and an associated flexion of the organ, 

' and that the pressure undergone by the uterine tissue, 

I markedly by the nerve fibres at the seat of flexion, 

is the cause of the nausea and sickness both in the 
gravid and non-gravid uterus. Hewitt asserts that the 
occasional success of Q)peman's method of dilatation of 
the cervix is not due to the dilatation per se, but to the 
fact that the procedure corrects in a large degree any 
existing flexions. Under division i we may also include 
Bennet's theory that erosions of the cervix are the chief 
cause. Modern research shows that toxins and auto-intoxi- 
cations are factors to be considered in the etiology of this 
condition. Keiffer argues that menstruation is an eliminat- 
ive process, and that its suspension may cause an accumu- 
lation of harmful waste products (toxins) in the blood. 
Kaltenbach considers hysteria a nearly universal cause, and 
in connection with this Dr. Van Gieson mentioned, as an 
illustration of purely sympathetic vomiting, the fact that 
the physician is occasionally called upon to prescribe for the 
husband of the vomiting wife. Some women in reckoning 
the date of expected confinement count from an initial 
vomiting occurring very shortly after normal intercourse, 
and De la Motte accounts for such vomiting by a sup- 
posed contraction of the uterus at the time of conception 
which is conveyed by irritation of a branch of the eighth 
pair to the stomach, causing vomiting. 

Three Types of the Disorder. — By means of reports of 
three cases occurring in his own practice Dr. Van Gieson 
gave a clinical picture of three types which, he said, most 
frequently demand attention, (i) the exaggerated; (2) 
the severe; (3) the fatal. In the fatal case the induction 
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of abortion had no effect in arresting or diminishing the 
vomiting, and the patient died from starvation, anaemia 
and exluiustion. 

Treatment — ^The very large number of drugs that have 
been employed itself furnishes a proof of the diflSculty of 
successfully treating the aflfection. Personally he has had 
more success with chloral and cocaine than with any other 
remedies. In our treatment we must give due weight to 
the various causes to which the condition has been attribu- 
ted, remembering that we may have a combination of them 
all, or but a single one. Displacements, flexions, obliquity 
of the uterus, inflammatory thickening, etc., must be looked 
for and rectified or removed. The control of vomiting must 
be insisted upon as possible by the will power of the 
patient. Suggestion, h)rpnotic or simple, may be an im- 
portant element in hysterical cases. Absolute rest in bed 
and feeding in the recumbent position is essential. All ex- 
ternal sources of irritation must be removed, ^nd visitors 
excluded. The physician must have a cheerful optimism, 
and strive to impart it to his patient. Every secretion must 
be carefully watched. There can be no doubt that the 
greatly diminished blood-pressure should be restored to the 
normal point, and the injection of the normal salt solution 
is a large step forward in rational and successful treatment. 
Subcutaneous injection is decidedly to be preferred to the 
intravenous, and Bacon is of the opinion that in all obstetric 
cases it may be substituted for the latter. In extreme cases 
saline injections serve the three-fold purpose of increasing 
vascular tension, eliminating toxins, and suppl3dng the ab- 
sent chlorides. 

The Induction of Abortion, — The nearly universal 
opinion is that this should always be done after other reme- 
dies fail. While personally he had met with disappoint- 
ment in this matter, he was not prepared to say that he 
would not again induce delivery, especially if the urine 
showed any considerable percentage of albumin or casts; 
but he certainly would not temporize with remedies until 
the last stage of exhaustion was reached. In Cohnstein's 
200 cases only 40 per cent, ceased vomiting after abortion. 
It seemed to him that those who advocate this measure over- 
look the fact that the removal of the foetus does not terminate 
the systemic conditions which prevail in these pernicious 
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cases, and that if we could successfully combat these, the 
removal of the foetus would not be necessary. But then the 
question remains : With the foetus out of the way, can we 
not reasonably hope that these systemic conditions will 
sooner subside? Bacon takes the very positive position 
that the induction of abortion is never indicated, holding 
that at a stage when it is safe and efficient it is not neces- 
sary, while in extreme cases it adds greatly to the danger, 
rarely stops the vomiting, and can be substituted by the 
artificial serum. Personally, Dr. Van Gieson said, he had 
had no experience with the subcutaneous injection of nor- 
mal salt solution, as he had had no serious or pernicious 
cases since the publication of Dr. Bacon's article; but it 
seemed to him to meet certain indications for treatment in 
which our methods have hitherto been inadequate. 

DISCUSSION. 

A Complex Etiology. — Dr. Edward A. Avers said there 
was one striking analogy in the etiology of all reflex dis- 
eases, namely, that none of them is due to any one cause. 
The subject under discussion is typical of this statement. 
While a considerable number of the cases may be cured by 
the rectification of existing abnormal local or general con- 
ditions, there are others which cannot. He was convinced 
that we had to deal with a complex etiology. There are 
cases of a simple type in which a peculiar condition charac- 
terized by nausea and vomiting seems to result from im- 
pregnation in women in whom there are no recognizable 
abnormal conditions. Yet the vomiting may be so obstinate 
that no treatment is successful until the life of the foetus is 
ended. He had had three such cases in which it was so 
severe as to threaten the life of the patient, and the induc- 
tion of abortion was necessitated. In other cases, such as 
Graily Hewitt describes, the vomiting is largely dependent 
on abnormal conditions, and disappears or is greatly amelior- 
ated when these have been corrected. Serious vomiting of 
pregnancy, then, is dependent on several different condi- 
tions, and the conclusion must therefore be reached that it 
is our duty in all cases to make a careful investigation in 
order to find out, if possible, whether there are not abnormal 
general or local conditions to which the trouble is attribut- 
able. 
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The Propriety of Inducing Abortion. — The question of 
whether we shall induce abortion or not is an important one. 
When all other remedies have failed, the propriety of this 
should be given careful consideration ; for if we allow preg- 
nancy to go on, the patient may finally reach a stage of 
exhaustion when there is great danger in the operation, and 
the probabilities will be that nothing can save her. In very 
severe cases, therefore, it is advisable not only that abortion 
should be induced, but that it should not be postponed until 
too late. He could not agree with the opinions of Dr. 
Bacon. He was much interested in hearing of the experi- 
ence of Dr. Van Gieson with cases in which the affection 
persisted after the performance of abortion. Personally 
he had never met with any such instances, but he could con- 
ceive of cases in which the stomach might acquire such a 
condition that the vomiting would continue in spite of the 
emptying of the uterus. As a rule, abortion puts an end to 
the trouble, and therefore we should not allow the preg- 
nancy to go on until there is imminent risk of the patient's 
dying from progressive starvation. 

The Method of Operating. — ^As the patient is dependent 
on rectal alimentation for her sustenance, the ordinary slow 
methods of inducing abortion are not permissible. It is 
requisite that the uterus should be emptied as quickly as 
possible. The plan which he generally adopted was to ad- 
minister an anaesthetic, if necessary, rapidly dilate the cervix, 
and then curette out the contents of the uterus in a very 
short time. As to the medicinal treatment of serious vomit- 
ing of pregnancy, he was strongly inclined to the opinion 
that the use of saline injections was the most important of 
the measures now in vogue. 

Abortion the Only Resource when other Measures Fail. — 
Dr. Robert L. Dickinson said that in hospital practice ob- 
stetricians were accustomed to meet with a considerable 
number of neglected cases, in which the life or health of the 
patient was in danger. In the hands of intelligent practi- 
tioners, however, cases of this kind, he thought were in- 
excusable. Notwithstanding the opinions of Bacon, there 
was no question in his mind that the most important measure 
of relief is abortion, and he agreed with Dr. Ayers that 
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when other forms of treatment have failed, nothing less than 
this will answer. 

The Vomiting Largely Physiological and Conservative. — 
Dr. J. Milton Mabbott spoke as follows: 

Owing to the lateness of the hour I shall speak very 
briefly. I shall have little regret in omitting much which I 
had intended to say, more particularly because the reader of 
the paper. Dr. Van Gieson, has presented the subject so 
fully and so entirely in harmony with my own views. The 
vomiting of pregnancy in the majority of cases and up to a 
certain limit has always seemed to me to be physiological 
and conservative. During the child-bearing period of her 
life a healthy woman habitually produces more blood than 
she requires for the purposes of her own economy. A 
harmful plethora is regularly relieved or prevented by men- 
struation at other times than during pregnancy, when loss 
of blood from the endometrium might involve danger to 
the integrity of the ovum. Nature, tfierefore, no longer 
permits such loss, and menstruation is suddenly suppressed. 
But the ovum during the early months of pregnancy is a 
very small affair. Its development at first calls for only a 
small fractional part of the material represented by the 
blood which would have been lost. During the first six 
months, as we all know, the foetus (apart from its envelopes) 
attains a weight of only one pound, whereas during the last 
three months of pregnancy it gains six pounds. We may 
assume that in the final months the woman requires the full 
exercise of her blood-making capacity. But in the early 
months such is certainly not the case, and nature interferes 
with the haematopoietic functions in the simplest possible 
manner by cutting off supplies. During part of each day 
there is nausea or vomiting. In many cases this sickness 
is probably strictly physiological and reflex in character. 
But in other cases the habit of vomiting is established, a 
physiological passes by easy stages into a pathological condi- 
tion, the woman's general health suffers and she approaches 
a state of dangerous exhaustion. 

Serious Cases Comparatively Rare. — ^My experience with 
these serious cases has been limited. As far as I recall no 
such case has come under my observation in my hospital 
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attendance in the New York Infant Asylum, nor in my long 
resident service at the Nursery and Child's Hospital. I lost 
one case when I was surgeon of a steamer fifteen years ago, 
but the patient was in the last month of pregnancy and the 
vomiting was attributable to seasickness during an unusu- 
ally long and rough winter voyage. Vomiting had occurred 
on fourteen successive days, and labor supervened on the fif- 
teenth. There was only the ordinary loss of blood, but it 
was more than the woman could survive. I have always 
thought she might have lived if labor could have been averted 
until we reached land. No other case under my care has 
ever proved fatal. In another case which comes to my mind 
the vomiting of pregnancy had become persistent and the 
patient and her family were becoming alarmed. A con- 
sultant advised the use of Matzoon — which had not been 
reached among the many measures already tried — and as 
the patient never vomited again I am afraid her faith in 
her own physician was considerably shaken. 

Very Difficult to Decide When Abortion is Justifiable, — 
In reference to treatment, the only measure calling for dis- 
cussion is the induction of abortion or premature labor. 
I am fully in accord with the reader of the paper. I should 
not feel justified in sacrificing the foetus early, before the 
mother's condition is serious, while, on the other hand, if 
the patient has reached a condition of dangerous exhaustion, 
seeming certainly to warrant interference, the additional ex- 
haustion inseparable from labor may prove fatal in a case 
where sudden spontaneous improvement might have super- 
vened. I consider this question one of the most difficult 
and serious with which we are ever confronted. There is 
a great religious organization, the Roman Catholic church, 
which withholds its consent from the induction of abortion 
or premature labor under all circumstances, unless the physi- 
cian can certify either that the foetus is already dead or will 
have at least as good a chance of survival, regardless of the 
chances for the mother. It is assumed that our judgment 
is not infallible and we might sometimes sacrifice a life which 
might be saved. Under just these circumstances it might 
be two lives instead of one, as we never know when the 
vomiting may cease. I am not a Roman Catholic, and I 
believe every case should be decided in consultation and on 
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its individual merits, but I assure you, gentlemen, it is a 
comforting thought to me that in any case in which I might 
have delayed too long and permitted the patient to die 
undelivered, a great Christian organization, doing right as 
it sees the right, would hold me guiltless of any negligence. 
We are not bound by the judgment of any sect or sdiool, but 
we recognize the sanctity of the life of the unborn child. 
To sacrifice that life too early is utterly unjustifiable. 
Nothing can be more difficult tfian to decide when it is 
justifiable and still not too late to save the mother. 

Not Altogether a Physiological Condition, — ^Dr. J. Ives 
Edgerton said he could not altogether agree with those 
who consider the vomiting of pregnancy simply a physio- 
logical condition. He referred to the case of a patient who 
did not vomit at all in her first pregnancy. During labor, 
however, she was badly torn, and in her next pr^^ancy, 
apparently as a result of this condition, she suffered from 
serious vomiting. In another case the patient vomited 
badly during her first two pregnancies. After her second 
confinement the cervix, which was abnormally long, was 
amputated (an operation to which she would not consent 
before), and in her third pregnancy she had no vomiting. 
Many cases, he believed, would be cured by attention to 
hygienic conditions alone. 

Dilatation of the Cervix Uteri. — For some time past Dr. 
Gill Wylie had been in the habit of treating severe cases by 
means of dilatation of the cervix, and he had met with only 
two abortions in consequence of this procedure. His prac- 
tice was to carry the dilatation to such an extent that the 
finger could reach the internal os. 

Abortion Almost a Certain Remedy. — ^Dr. Samuel M, 
Brickner said that while the paper was a most admirable 
one he could not agree with sdl the statements in it. He 
believed that the induction of abortion almost invariably 
puts a stop to the vomiting. There was one point of interest 
in this connection. Inasmuch as abortion was successful 
in arresting the vomiting, this seemed to do away with the 
theory that the condition is dependent on a toxaemia. Still, 
at the present time we could only confess our ignorance in 
regard to its etiology. He mentioned one case of serious 
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vomiting in which the patient was troubled with gallstones, 
and after the cholelithiasis had been corrected the vomiting 
ceas^. The fact seemed to be that there was, as a rule, 
no one single factor in the causation. 

Continuous Saline Irrigation of the Rectum. — ^There was 
one method of treatment not thus far alluded to which had 
proved of very considerable value, and that was Hegar's 
plan of continuous saline irrigation of the rectum. He him- 
self knew of an instance in which this procedure saved the 
patient from the induction of abortion. Drugs, he thought, 
were of no great value. 

The Value of Helonin. — ^Dr. E. H. M. Sell said that in 
addition to physiological, we had in many cases pathological 
conditions. If in a hard case the general practitioner called 
in a consultant, the result was almost invariably that abor- 
tion was decided upon. In some instances, however, he 
thought this extreme measure could be avoided, and he 
mentioned two very severe cases of his own (where he felt 
sure that a consultation would have resulted in the per- 
formance of abortion) in which the condition was success- 
fully treated by means of helonin compound. 

The Influence and Value of Abortion, — ^Dr. Van Gieson 
said that the most important point brought out in the dis- 
cussion was as to the influence and value of abortion. His 
own experience had certainly been somewhat unfortunate, 
but he was not prepared to say that he would not sometimes 
induce abortion. If he did decide on the operation he would 
not leave it until too late. It was a point worthy of atten- 
tion that in some instances even the most serious cases sud- 
denly got well, and if at the time some particular method 
or remedy were being tried, the recovery might very likely 
be attributed to this, when it was merely a coincidence. 
He still believed that if we remove the fc3etus we do not re- 
lieve the pernicious systemic conditions existing. While 
these continue, however, it seems reasonable to suppose that 
with the uterus emptied of its contents a better opportunity 
will be afforded for their elimination. 
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